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The Role of the General Hospital and its 
Staff in the Care of the Cancer Patient 


With Special Reference to the Formation of Tumor Clinics 


TO anyone interested in the treatment of cancer 
it is very apparent that the status of the cancer patient 
is undergoing considerable change. A few years ago, 
regardless of the type, grade, or location of the cancer, 
to pronounce the diagnosis of cancer meant to many 
practitioners and practically all of the laity that here 
was the end. This viewpoint is no longer held in the 
more advanced medical centers and is undergoing con- 
siderable change elsewhere both within the profession 
and among the well-informed laity. 

Farsighted individuals some years ago directed their 
energies and considerable money to the problem of 
furnishing better care to those suffering from cancer. 
The result of the activities of these pioneers in this 
work is the formation of organizations and the erection 
of institutions having the fight against cancer as their 
sole object. The American Society for the Control of 
Cancer and the American College of Surgeons, through 
its Committee on the Treatment of Malignant Disease 
have been active in this country seeking to make 
available to every cancer patient the means of ade- 
quate diagnosis and thorough treatment of their dis- 
ease. Among the foremost cancer institutions in this 
country are the Memorial Hospital of New York; 
Huntington Memorial of Boston; The New York 
Institute for the Study of Malignant Disease, Buffalo, 
New York; The New York Cancer Institute, New 
York City, and the Jeannes Hospital of Philadelphia. 
To these may be added Dr. Bloodgood’s Surgical 
Pathological Laboratory at Johns Hopkins Medical 
School, Baltimore, Maryland. 

The above, however, are not the only institutions 
devoting all of their time and energy to the study of 
malignancy in this country, nor are they the only 
workers accomplishing definite results. Their progress 
with that of many others has proved to the profession 
at large that much can be done for the patient with 
malignant disease. 


Cancer is Curable 
No longer may the mediocre physician or surgeon 
treat the patient suffering from cancer with the atti- 
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tude that one treatment is just as good as another 
because nothing does any good anyway. Not all ma- 
lignancies in all stages are cured in any institution, 
but the above class of institutions have been so suc- 
cessful in the treatment of certain groups of malig- 
nancies, which a few years ago were considered in- 
curable, that much hope is held out today for some 
of the remaining malignancies still classed as hopeless. 

Such institutions have proved what study, research, 
and therapeutic effort will do when they are properly 
combined and directed. They have proved that cancer 
is not one disease but many diseases; that its early 
diagnosis is essentially microscopic; that the earlier 
it is diagnosed, the better the chances for cure; that 
some cancers are curable while some others are still 
incurable; that no individual is capable of handling 
successfully all types of malignancy; that the co-ordi- 
nation of many hospital facilities including the use of 
radium, X-ray, and surgery is essential for the 
correct treatment of malignant disease; that with the 
proper co-operation, personnel, and equipment much 
can be accomplished, and finally that it takes con- 
siderable time and money to treat successfully the 
individual cancer patient. 

As these larger heavily endowed institutions lead 
the way, the smaller institutions naturally endeavor 
to follow, and this is only as it should be. It is, how- 
ever, a financial impossibility for the smaller hospitals 
to attack the problem on the same plane upon which 
it is attacked by such institutions as those mentioned 
above. Nevertheless, due to the widespread distribu- 
tion of cancer some widespread method of treating 
it must be devised. For economic and humanitarian 
reasons it is quite apparent that the American College 
of Surgeons’ Committee on the Treatment of Malig- 
nant Disease has pointed out the correct procedure. 
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By their plan the formation of tumor clinics or cancer 
clinics within the larger general hospitals throughout 
the country is encouraged. The term “larger” is used 
because it is only in the larger hospitals that the 
minimum standard for cancer clinics in the general 
hospital, as outlined by the College of Surgeons, may 
be realized without an excessive expenditure of money 
unwarranted by the returns from the work because of 
the relatively small number of cancer cases seen in the 
smaller institutions. 

The larger, properly equipped general hospitals have 
proved beyond question that at the present time to 
correctly diagnose and treat cancer requires an outlay 
of equipment which costs considerable money. In addi- 
tion the maintenance of this equipment with the neces- 
sary trained personnel means a constant fixed over- 
head which necessitates large incomes unless financial 
loss is to ensue from this work. These facts render it 
impossible satisfactorily to treat cancer in many of 
the smaller or less well financed institutions, though its 
diagnosis, of course, in the later stages, is possible in 
practically any institution. By “later stages” is meant, 
the time at which a clinical or microscopic diagnosis 
may be correctly made. It is generally admitted that in 
many instances a microscopic diagnosis is feasible only 
when it is already too late for a satisfactory therapeu- 
tic result. The microscope should be used early in the 
diagnosis of all neoplasms. This is emphasized by Dr. 
Bloodgood’s often-made statement that “the day of 
the gross pathologist is past.” This makes it necessary 
that one trained in microscopic diagnosis be available 
to give his expert opinion immediately when tissue is 
removed which is suggestive of neoplasm. The neces- 
sity for this has led to the present-day technique of 
frozen-section diagnosis which type of service is abso- 
lutely essential for the proper surgical care of tumor 
cases. Such service, however, does add to the ultimate 
cost of the care of the cancer patient. 


Radium, X-Ray, and Surgery 

The medical literature from all parts of the world 
agrees that the successful treatment of cancer is de- 
pendent on the combined use of radium, X-ray, and 
surgery. Every hospital has men whose training in 
surgery is the result of many years of study and ex- 
perience. Surgical instruments and the equipment for 
the operating room, though expensive are not prohibi- 
tive and every community has probably more than its 
necessary share. On the other hand, radiologists capa- 
ble of treating with X-ray and radium and expert 
pathologists capable of giving an opinion on frozen 
sections, are fewer in number than are the trained 
surgeons, while radium and X-ray equipment require 
an extremely heavy investment, have a narrow field 
of usage, and whether in use or not are a constant 
source of expense. The presence of a trained patholo- 
gist and a trained radiologist with the necessary radi- 
um and deep X-ray therapy equipment in every small 
hospital in the country is out of the question; it is 
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economically unsound. The hospitals of the country, 
nevertheless, since their main function is to furnish 
the place in which and the means with which the 
diagnosis and care of the sick may be completed, have 
an absolute and certain responsibility to the patient 
who has a malignant tumor. In the smaller hospitals 
with limited resources, this responsibility may be 
partially met by adequate diagnostic personnel and 
equipment, but in many instances these hospitals are 
deficient even in diagnostic facilities due to the ab- 
sence of a trained pathologist. In treatment they are 
usually inadequate because of the lack of deep-therapy 
equipment and of radium, the latter being either in- 
sufficient in quantity or not prepared in proper form 
to meet the therapeutic requirements of the various 
malignant conditions. 

A realization of the essentials for the proper han- 
dling of malignancy will force these smaller institu- 
tions to reject this type of cases for other than inter- 
mediate, convalescent, or terminal treatment. 

In addition there are a great number of what may be 
termed larger general hospitals in the country not 
equipped for frozen-section diagnosis, deep X-ray or 
proper radium therapy. Furthermore, it may not be 
economically sound, because of their proximity to 
other properly equipped hospitals, to equip all hos- 
pitals for treating cancer, as the fixed overhead, for 
reasons stated above, necessitates large incomes. This 
income, to meet the fixed overhead, is not always 
possible where several large hospitals grouped closely 
together are in competition for the relatively small 
volume of cancer service in the community. 

No doctor admits he is dishonest; no institution 
admits its policy is dishonest. If the doctors and the 
institutions having the care of the sick as their re- 
sponsibility, will seriously consider the cancer problem 
as it exists today, it will be but a short time until every 
community will have at least one institution where 
special effort is being made to give more than the usual 
indifferent treatment to the cancer case. 

The changed attitude of the medical profession is 
in a great part due to the leadership of a few out- 
standing individuals, institutions, and organizations in 
their fight against cancer. The latter proved by many 
instances that cancer is a curable disease and the 
doctor who is so far behind the times as to declare 
that all cancer cases are as good as dead and states 
that one treatment is as effective as another is certain- 
ly hopelessly incompetent. The institution which ap- 
proves of such a policy by failing to make some effort 
to provide for adequate care of the cancer patient is, 
to say the least, poorly managed. 


Facilities for Treatment Necessary 
The minimum requirements as outlined by the 
American College of Surgeon’s Committee on the 
Treatment of Malignant Disease affords an excellent 
guide for any institution which earnestly strives to 
become informed on what should be done for the can- 
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cer case. Any institution which appreciates its obli- 
gation to the community will make an effort properly 
to equip itself if no adequate cancer service is avail- 
able within a convenient radius. 

The more the treatment of cancer is centralized the 
cheaper will be the cost of treatment per patient. In 
addition the greater number of malignant cases which 
are diagnosed and treated by a given group, the more 
competent the group will become. These are two un- 
impeachable arguments for centralizing cancer cases. 
The man with the cancer has a right to treatment, 
and if he can get it within his means he is spared the 
humiliation of being placed on a free list; also if he 
can secure this treatment within his own means and 
with the assurance that it is the best treatment avail- 
able in his community he is especially pleased, while 
the medical profession and the institutions within 
that area are fulfilling their obligation to the public 
in regard to cancer care. 

Not all cases with neoplastic disease need neces- 
sarily be lost to the smaller hospitals. The patient 
with suspected neoplastic disease, for instance, may be 
sent elsewhere to the tumor clinic for diagnosis and 
preoperative radiation. He is then returned to his 
family surgeon who operates upon the patient in the 
smaller hospital at the time decided upon after con- 
sultation with the radiologist. When the necessary 
surgery is completed the patient again returns to the 
tumor clinic for the postoperative observation and 
additional radiation, if it is deemed necessary or ad- 
visable. The ethics of returning the patient to his 
family physician for whatever care and treatment the 
family physician is able to give would be no different 
in this case from those in other cases in medical prac- 
tice. If the individual doctor is honest with his patients 
and properly advises his patients so that they can 
secure the best treatment possible within their means, 
he is never short of patients. The physician, however, 
who is dishonest with his patients and advises them 
only with his personal gain in view frequently is found 
with little or no practice. No one ever suffers, even 
financially, from referring his patient to the proper 
sources for the best results. 

If the private hospitals and the medical profession 
fail to look into this matter and provide for the aver- 
age man adequate treatment within his means, the 
various state and county medical authorities will be 
forced to build hospitals and take care of these in- 
dividuals at state expense. This, of course, is just an- 
other step toward complete state medicine. In some 
of the foreign countries, particularly in France, 
Sweden, and England, the national governments, to 
a great extent have taken over the care of the in- 
dividual suffering from malignant disease and have 
established so-called cancer centers in various loca- 
tions throughout their provinces. In this country, New 
York State has already taken steps to place the work 
in the hands of the state authorities. 
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If all state hospitals for the treatment of cancer 
could be operated as efficiently as the state hospital 
at Buffalo, New York, there would be no fault to find 
with state hospitals. One is apprehensive however, lest 
the standards set in that institution might scarcely be 
achieved elsewhere and lest the care of the cancer 
patient deteriorate until it is no better than or proba- 
bly worse in the average public institution than it is 
today, in some inadequately equipped institutions. 

If a satisfactory and complete cancer service is 
available to the community, the responsibility of the 
smaller general hospital may be considered as dis- 
charged. If the various diseased conditions requiring 
hospitalization as outlined in the six major patholog- 
ical groups, or divisions of disease be analyzed, it 
will readily be found that there is still ample work 
for the smaller general hospital even though a cancer 
service is not maintained. The six major pathological 
groups of disease are as follows: 

1. Mechanical or traumatic diseases, such as fractures, 
dislocations, congenital deformities, etc. 

2. Chemical or metabolic diseases, such as toxic goiter, 
enlarged thymus, diabetes, etc. 

3. Infections, such as tuberculous glands, gas gangrene, 
carbuncles, tuberculosis, syphilis, etc. 

4. Neoplastic disease both benign and malignant. 

5. Unclassified diseases, as Hodgkins’ disease, leukemia, 


etc. 
6. Mixed lesions, such as compound fractures with infec- 


tions, etc. 
As stated above, a study of this classification shows 


that the average general hospital, having the ordinary 
diagnostic X-ray apparatus and the services of a com- 
petent roentgenologist is still able properly to care for 
practically all classes of disease with the exception of 
the fourth group, the neoplastic disease. 


Co-Operation Necessary 

In this free country, no institution may be denied 
the permission to organize and equip a tumor clinic or, 
if they wish, to reserve its every bed for the treatment 
of malignancies. 

The right, the necessity, or possibly the duty of or- 
ganizing a tumor clinic is therefore an individual mat- 
ter and is not to be decided until many factors are 
considered. On the other hand, no institution may 
deny the necessity for special equipment and trained, 
experienced personnel if its owners or administrator’s 
are knowingly to receive within its doors cancer cases 
for other than convalescent, intermediate, or terminal 
treatment. In this connection it is logical that the 
physician who has a probable tumor for surgical ex- 
ploration will select the hospital equipped for the care 
of thé neoplasm if it should prove to be such, and so 
such cases of undetermined preoperative diagnosis will 
be lost to the hospital not equipped for tumor care. 
This will eventually result in the permanent loss of 
some surgeons to the better-equipped institutions. 

As a basis for further discussion, the minimum 
standard for cancer clinics in general hospitals as out- 
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lined by the Committee on the Treatment of Malig- 
nant Diseases, of the American College of Surgeons, is 
given below. 


Minimum Standard for Cancer Clinics in 
General Hospitals 

1. Organization. There shall be a definite organization of 
the service, and shall include an executive officer and repre- 
sentatives of all the departments in the hospital which are 
concerned in the diagnosis and treatment of cancer. The 
services of a secretary and a social-service worker shall be 
available. 

2. Conferences. As an essential féature of the service there 
shall be regular conferences or consultations at which the 
diagnosis and treatment of the individual cases are discussed 
by all members of the clinic who are concerned with the 
case. 

3. Patients. Reference to the cancer clinic of all patients 
in whom the diagnosis or treatment of cancer is to be con- 
sidered shall be either voluntary or obligatory in accordance 
with the vote of the medical staff or of the governing board 
of the hospital. 

4. Equipment. In addition to the diagnostic and therapeu- 
tic surgical equipment which is required in every approved 
general hospital there shall be available an apparatus for 
X-ray therapy of an effectiveness which is generally agreed 
upon as adequate, and an amount of radium sufficient to 
insure effective treatment. 

5. Records. In addition to the records which are required 
in every approved general hospital, there shall be additional 
records of (a) the details of the history and of the examina- 
tion for cancer in different regions of the body, such as are 
indicated on the form records which are recommended by 
the Committee on the Treatment of Malignant Diseases, 
American College of Surgeons; (5) the details of the treat- 
ment by radium or X-ray as indicated on the form records 
which are recommended by the Committee on the Treatment 
of Malignant Diseases, American College of Surgeons; (c) 
periodic examinations at intervals for a period of at least 
five years following treatment. 

6. Treatment. The treatment of cancer patients shall be 
entrusted to the members of the staff of the cancer clinic 
except in cases in which adequate treatment in accordance 
with the collective recommendations of the staff of the 
cancer clinic can be procured otherwise. 

For specific explanation and more detailed informa- 
tion concerning these requirements you are referred 
to the American College of Surgeons, but a few re- 
marks on how we attempted to meet each requirement 
at the Creighton Memorial St. Joseph Hospital, 
Omaha, Nebraska, may not be out of order and may 
assist others in arriving at some conclusions as to the 
simplicity or complexity of the task of forming a 
tumor clinic in the average hospital. 


Requirement 1. Organization 

By a definite organization is meant that a certain 
group within the hospital is assigned to examine and 
consult in regard to the diagnosis and the treatment 
of all patients with neoplastic disease. The major spe- 
cialties at least must be represented in this group. 

A representative from each department means that 
a radiologist, pathologist, surgeon, and internist would 
be the minimum in this respect. The addition of other 
specialists, particularly gynecologists, urologists, 
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laryngologists, dermatologists, proctologists, and an 
oral surgeon are also essential for special examinations 
and opinions in their particular field. Other specialists 
are also required and according to the interests of the 
individuals, they will take a more or less prominent 
part in the tumor-clinic activities. A competent and 
enthusiastic pathologist is of inestimable value. The 
radiologists and the surgeon are naturally interested 
while the internist may or may not show much enthu- 
siasm. 

The executive officer has a large amount of detail 
work to attend to, particularly in arranging the pro- 
grams for each conference. Both new and old patients 
supply the clinical material for discussion and all re- 
cords pertaining to each case presented as well as the 
records of some parallel cases may be required for edu- 
cational purposes. 


Requirement 2. Conferences 

The conferences must be regular but no special time 
is designated by the college. It has been our custom to 
meet at 11 a.m. every Friday for one hour which is 
the most convenient time for the majority of the staff. 
Those present number from ten to forty and consist 
of outside visitors, staff men, interns, and medical 
students. 

New cases are presented first. The significant fea- 
tures of the history are read and the diagnosis may be 
announced before the patient is presented or may be 
reserved until after the patient has been dismissed. 
After the case has been examined and questioned by 
those present, the patient is dismissed. If a biopsy has 
been done twelve miscroscopic sections are mounted 
permanently. These are passed around for examination 
under the miscroscope by those present. Laboratory 
findings are also given and on the blood dyscrasia 
blood slides are shown. If X-ray films have been taken 
they are displayed in the viewing boxes and the find- 
ings are reviewed by the radiologist. After the diag- 
nosis has been announced, if one has been made, the 
prognosis or the various therapeutic possibilities are 
then discussed. 

Before the old cases who return for observation are 
presented, their history to date is covered briefly and 
all the data available such as X-ray films, lantern 
slides of clinical photographs, gross pathological speci- 
mens, and micro-photographs obtained from biopsy 
or surgical specimens are shown. The twelve sections 
are then mounted under microscopes and studied. The 
patient is then presented, examined, and questioned 
by those present. The therapeutic measures used and 
the prognosis may be discussed before or after the 
patient has been presented. 


Requirement 3. Patients 
All members of the staff have a standing invitation 
to present their tumor cases at the regular conference 
hour. Physicians in good standing in the community 
also have the same invitation and privilege. There is 
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no obligation of any kind on those who show their 
cases nor is there any charge except for X-ray or 
laboratory work or treatment, if any are given. Cases 
are also presented from the charity wards of the hgs- 
pital and from the medical-school dispensary. The lat- 
ter source furnishes some very interesting tumors and 
they are usually well prepared and presented by some 
member of the dispensary staff. We are seldom short 
of patients, in fact, we are usually overcrowded. How- 


ever, when our clinical cases are not of interest we" 


have ample accumulated material, particularly micro- 
scopical sections to use as unknowns. Each slide under 
examination is supported by a brief clinical history 
and other available data from the files and this affords 
material for discussion. 

Although the reference of all neoplastic cases to the 
tumor clinic is not obligatory, it is safe to say that 
about 75 or 80 per cent of all cases are presented by 
the physicians, and an additional 10 per cent are dis- 
cussed from history and other data on the hospital 
chart. It is hoped that before long all neoplastic cases 
which come into the hospital will be presented for 
examination and discussion in the tumor clinic as 
members of the staff who were rather lukewarm or 
mildly hostile to the movement in its early phases are 
now interested participants. Thus far no embarrass- 
ment has resulted to the patient or physician. 


Requirement 4. Equipment 


The usual diagnostic X-ray installation found today 
in the general hospital has ‘a maximum of 140 kilovolts. 
With an installation of this capacity, much low-voltage 
X-ray therapy may be carried on, and with even lower 
voltages than this many excellent results are obtained, 
particularly in the inflammatory group of disease. 
However, pathology which lies any distance beneath 
the surface requires so-called deep X-rays which, at 
the present time, are generally supplied by apparatus 
having a capacity in the immediate neighborhood of 
200 kilovolts. The presence of a 200-kilovolt apparatus 
is not common in the general hospitals. 

If a tumor clinic is to be organized, a 200-kilovolt 
apparatus or one of higher voltage is essential. In the 
matter of space, this requires at least two fair-sized 
rooms. The cost of the installation is approximately 
$9,000 or $10,000. After this initial expenditure there 
are other items of constant expense, such as the tech- 
nician’s salary, X-ray and rectification tube replace- 
ments, insurance for fire and accidental injuries. The 
radiologist should work on a percentage basis or own 
the equipment and lease space. In those places where 
the radiologist has not the interest maintained by an 
equitable and ethical financial arrangement the work 
soon dies or at least no real progress is made. 


The Radiologist 


The proper application of X-rays for therapeutic 
purposes requires training, experience, and clinical 
judgment in as great a measure as does the average 
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surgical operation and there is absolutely no reason 
why the radiologist is not entitled to compensation 
according to his responsibilities and in proportion to 
his success. If the department is successful the work 
is increased and the only way to insure a successful 
and growing therapy practice is to work hard which 
necessitates study and travel on the part of the radi- 
ologist. If he is to study and travel he must have some 
income which should be in proportion to what he 
learns to do successfully during his study and travel. 
At the present time, the general tendency of the hos- 
pital is to regard the department of radiology as a 
section of the institution to be manned by low-salaried 
personnel and consequently a source of some profit to 
the institution, this profit to be used in carrying some 
other department operating at a loss. In the mean- 
time the radiological department lags behind the other 
departments as all radiological departments operated 
on this basis are naturally dead. Nothing new ever 
comes out of them and if all departments were oper- 
ated in this manner no advance would ever be made 
in radiology. The real objection, however, to the flat- 
salaried arrangement for radiologists in general hos- 
pitals is that the custom permits the institution to 
practice medicine and derive a profit therefrom. The 
permit to practice medicine can be granted only to 
individuals by right of their special training and qual- 
ifications and is never ethically vested in any kind of 
institution. Departments operating on a percentage or 
lease basis place the radiologist on his merits and it is 
to his interest to seek out the newer and most effective 
methods of treatment. The result of this is a natural 
increase in the income to the department to the extent 
that what may look in the beginning, like a venture 
certain to lose money for the hospital, in a short time 
amounts to an extremely profitable arrangement for 
both. Departments, therefore, which are operated on 
a flat salary basis are unethical, generally unscientific, 
and relatively unprofitable because they are not pro- 
gressive. 


Availability of Radium 


Radium element (or the emanation if quickly avail- 
able) is an absolute requirement in the equipment of 
any hospital tumor clinic. Two hundred milligrams of 
radium is the minimum amount of the element recom- 
mended. This may belong to the institution or to the 
physicians in the community. Another essential feature 
is that some of the radium must be made available for 
interstitially, that is to be inserted into the tissues. 
This requires a low radium content in each needle 
varying from six-tenths to one milligram per linear 
centimeter of the needle which usually has a wall of 
platinum or other heavy metal about five-tenths milli- 
meters in thickness. Much of the radium purchased 
a few years ago is not arranged so that the present-day 
therapeutic procedure may be accurately followed 
out. It is usually too concentrated with too low a 
filtration factor whici -esults in caustic local re- 
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actions, causes the patient much pain during the re- 
action and exerts a minimum therapeutic effect be- 
cause of its uneven distribution. The selection and the 
proper manipulation of the X-ray and radium em- 
ployed ‘therapeutically in a given neoplasm requires 
as much training and clinical judgment as any pro- 
cedure in the practice of medicine today. For years 
past, the radio-therapy department has been the sur- 
geon’s only dumping ground for the hopeless cases in 
the terminal stages of cancer. This is no longer the 
case. The radio-therapy department, through the 
growing importance of the value of its preoperative 
radiation is today the first-aid station in the treatment 
of malignancy. Before a great many of the malignant 
conditions are touched surgically they should receive 
preoperative radiation and the surgery should be post- 
poned for a period of from six to ten weeks. In certain 
conditions optimal delay may be shorter or longer. At 
any rate, practically any malignant lesion, superficial 
or deep, receives marked benefit and increases im- 
mensely its surgical possibilities if it is properly radi- 
ated prior to any surgical measure. This surely does 
not injure the surgeon. In the long run, he will lose no 
work as more inoperable lesions will be rendered oper- 
able by preoperative radiation than will be lost to the 
surgeon because the lesion regresses to the extent that 
the patient refuses surgery. As soon as the surgeon 
learns to let the radiologist precede him and make the 
inoperable lesion operable and the hard cases easy he 
will be willing to lose the occasional case which clears 
up only with radiation. Co-operation or teamwork is 
the essential factor to be learned, and there is no rea- 
son why surgeon and radiologist or internist and radi- 
ologist cannot work together with the aid of the 
pathologist. When they do the profession, the institu- 
tion, and the patient are all benefited. The claim made 
by some that preoperative radiation renders the suc- 
ceeding surgical procedure very hazardous is mere 
surgical propaganda in most instances. The correct 
radiation technique is not followed by any added 
surgical difficulties. 

The matter of ownership of the radium is left to the 
local situation but whether it belongs to the institu- 
tion or to various members of the staff, it should al- 
ways be available and preferably be kept in a safe in 
the institution. Regardless of ownership, the radiolo- 
gist should supervise all radium work done within the 
institution at least to the extent that an accurate 
record could be made of every. application, of the 
amount of radium, of its type, location, duration, etc. 
These facts are just as essential in the patient’s record 
as are the facts concerning the surgical or medical 
measures that have been employed. In the Catholic 
hospitals of the country it is particularly important 
lest results contrary to Catholic teaching are obtained 
through the use of X-rays and radium. 

In addition to the above essentials there are many 
other articles of equipment which may be listed as 
valuable in the tumor clinic; a clinical camera for 
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photographing rare and interesting cases at various 
stages in their course and for photographing gross 
pathological specimens; two or three projection 
lanterns and screens with which to show lantern slides 
made from clinical photographs, photographs of gross 
specimens, photomicrographs, and brief outlines of 
therapeutic and diagnostic procedures; statistics and 
the data of importance from the clinical history; etc. 
A blackboard also is handy. Microscopes and sets of 
‘slides made from cases which have been presented in 
the clinic are also essential. Sets of from twelve to 
fifty slides may be made on each interesting tumor 
and kept in the tumor-clinic conference room, always 
ready for reference and comparison in the weekly dis- 
cussions. A low- and high-power photomicrograph on 
lantern slides from each set affords a means of demon- 
strating the microscopic character of the lesion to those 
not looking through the microscope. They also furnish 
a means for the pathologist to point out definitely the 
essential cells and other features in the section upon 
which he bases his diagnosis. 


Course in Microscopic Pathology 


For those who have been away from the microscope 
for some years as well as for the recent graduate, for 
all pathologists and radiologists, particularly the latter 
if they are doing therapy, the course in microscopic 
pathology offered by mail by Dr. Bloodgood’s Surgical 
Pathological Laboratory of Johns Hopkins Medical 
School is invaluable. This loan collection of slides (one 
box of twelve slides each month on a certain type of 
tumor) and accompanying descriptive notes cover 
tumor pathology from the fundamentals upward and 
are indispensable to the success of the tumor clinic. 
With their use those especially interested can organize 
a tumor study group and at this time correlate all the 
data from the literature and the better texts on the 
particular group of tumors under consideration. This 
data is then made available to the tumor clinic and is 
a source of great help especially to the radiologist and 
surgeon who usually have much to learn about neo- 
plastic disease. Information as to this course may be 
obtained by writing to Dr. Charles F. Geschickter of 
the above laboratory. 

Steel lockers in which microscopes may be left by 
the staff men and visitors so they may be available at 
each conference, viewing boxes and files for X-ray 
films showing the characteristic X-ray features of 
various primary and metastatic tumors in various 
organs and systems, are all very convenient. These files 
also contain the films on all cases which have been 
through the tumor clinic and show any shadows which 
would warrant their usage in future discussions. Other 
files should contain card indexes, with cross-reference 
features and cabinets or files to hold lantern slides 
and microscopical sections. 

All the data, history, laboratory findings, and treat- 
ment records including radium and X-ray dosage are 
contained in a green, ten by twelve, film envelope, are 
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filed alphabetically and left in the tumor clinic. All 
follow-up data on each case are also contained in this 
envelope. As the tumor-clinic conference room is main- 
tained solely for study and teaching, all of the facts 
and the necessary equipment to study and demonstrate 
these facts are housed in this room. It is surprising 
how rapidly cases accumulate and how instructive the 
data derived from these cases become. Surgeons and 
others who have been away from the microscope for 
some time soon take quite an interest in the subject 
and instead of creating dissatisfaction, it is really a 
means of bringing together, in a study period, men 
who seldom meet each other in their work in the hos- 
pital. Another surprising feature is the low cost of 
equipping and maintaining this part of the activities. 
The lockers, files, tables, chairs, microscopes, lanterns, 
etc., may be gathered from various parts of the insti- 
tution, painted all one color and then they belong to 
the tumor clinic. 

The extent to which this equipment is furnished for 
the conference room is strictly a matter of institu- 
tional preference and its presence may not be essential 
to secure approval. 


Requirement 5. Records 


The value of an accurately kept record on each case 
can be appreciated only after it has been carried on for 
a time, the material then assembled and used for 
teaching purposes. Accurate records are well desig- 
nated among the essential requirements, but they are 
a source of considerable work and some expense, as 
the follow-up requires a constant flow of correspond- 
ence and the other data require both technical and 
clerical help. The secretary and the social-service 
worker are particularly valuable in maintaining satis- 
factory records and both should be present at all 
tumor-clinic conferences, the former making a steno- 
graphic report of the proceedings while the latter gives 
information and receives instructions about various 
out-patients whose diseases are discussed during the 
conference. 


Requirement 6. Treatment 


The degree in which this requirement may be ful- 
filled in the average general hospital is a variable one. 
This is recognized in requirement three where it states 
that the reference of the patient to the cancer clinic 
shall be either voluntary or obligatory in accordance 
with the vote of the medical staff or of the governing 
board ot the hospital. As stated previously in this 
article, there has been a gradual increase in the num- 
ber of cases referred to our tumor clinic and we believe 
that in this respect our tumor clinic is no different from 
other tumor clinics. After the staff as a whole wit- 
nesses the procedure they gain confidence in the tumor 
clinic and are anxious to show their cases and have 
them discussed. In the majority of cases the recom- 
mendations of the tumor clinic are followed out. 
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Summary 


Cancer is a widespread disease second only to heart 
disease as a cause of death. 

A great number of the profession and laity are be- 
coming “cancer minded” and as a result early recogni- 
tion of cancer is a more common occurrence. 

Anyone dealing with cancer is impressed with Dr. 
Bloodgood’s teaching that early diagnosis is impor- 
tant and that on the first treatment given the patient 
often rests his entire future. In other words, if the 
right thing is done by the first physician who sees the 
patient, the patient gets well and if the wrong thing 
is done the outlook is often hopeless. 

As a result of much educational effort, by various 
individuals and organizations, the status of the cancer 
patient is undergoing considerable change throughout 
the entire world. Much may be done in prevention, 
and even after the disease is definitely established the 
patient in many instances may be cured. 

No longer may the mediocre physician or surgeon 
treat the patient suffering from cancer with the atti- 
tude that one treatment is just as good as another be- 
cause no treatment does any good any way. Due to 
the educational efforts of the larger insurance com- 
panies, even the well-informed laity know better than 
that. 

Radium, X-ray, and surgery are the recognized and 
accepted methods of treatment today for cancer. Some 
standardized means of recording treatments given by 
these agents must be required in the approved hos- 
pitals, as this data is often as important as the records 
of the surgical procedures which are universally ac- 
knowledged requirements today. 

The average man, having cancer, is financially un- 
able to withstand the prolonged disability and ex- 
pensive care required for treatment but this problem 
must be met by the medical profession and the gen- 
eral hospitals or it will soon be in the hands of state 
medicine. 

Due to its earlier clinical recognition, widespread 
distribution and high rate of mortality when not prop- 
erly handled, some means must be afforded every 
community for the early and accurate microscopical 
diagnosis of cancer and its scientific care. This is un- 
questionably the combined duty of the general hos- 
pitals and the medical profession. 

The prime function of the general hospital in any 
community, disregarding its charitable and educa- 
tional role is to furnish the means with which and the 
place in which the diagnosis and care of the sick may 
be completed. 

The organization of a tumor clinic in a general hos- 
pital according to the requirements of the American 
College of Surgeons, enables the hospital to fulfill its 
duty to its community in regard to the cancer patient, 
and provides the members of the profession with a 
place in which they may co-operate with each other 
and meet their obligation to the cancer patient. 
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In this way the care of the cancer patient is placed 
on a scientifically as well as on an economically sound 
basis and affords a means of diagnosis and treatment 
given at reasonable cost by physicians especially in- 
terested in cancer. 


Advantages and Disadvantages 
The probable disadvantages of a tumor clinic are 


indeed few. 

a) The cost of organization and maintenance are the first 
and greatest disadvantages but to offset these one should 
keep in mind the revenue bound to come to the hospital as a 
direct result of tumor-clinic activities as well as the direct 
and indirect benefits arising from this source to the staff, to 
the hospital, and to the community. 

b) The creation of hostile factions within the staff is a 
possibility if the structure of personnel of the clinic is not 
sufficiently flexible to give the entire staff interested in any 
phase of neoplastic disease equal opportunity to study and 
* work, 

Some additional advantages of the tumor clinic are 
the following: 

a) It concentrates the patients suffering with malignant 
diseases and the greatest advance in the treatment of malig- 
nancy is naturally accomplished where the greatest number 
of malignant cases are centered. For this reason all malig- 
nant cases in a given area should be grouped for study and 
research as well as for diagnosis and treatment. 

b) It affords an excellent method of teaching certain 
known facts about malignant disease to various members of 
the staff as well as demonstrating from the results obtained 
the value of co-operation in medicine. 

c) It makes the staff “cancer conscious” and increases 
the sense of responsibility in regard to the care of neoplastic 
disease. 

d) It gives the patient a feeling of security when he is 
examined by members of the tumor clinic and adds well- 
deserved prestige to the hospital. 

e) It lessens the cost of diagnosis and treatment per 
capita by centralizing the volume of work and places this 
type of treatment within the reach of many who otherwise 
would never be able to secure any help for their disease 
unless taken care of by the state. 

f) It increases the work in all specialties within the hos- 
pital as the average cancer case has more than cancer, in 
fact, he never has only cancer as cancer develops only in 
diseased tissue. 

g) A cancer clinic in any community should be the center 
for cancer education in that area and should, as far as 
ethics permit, disseminate knowledge, especially prevention 
propaganda, to the public. The matter of education of the 
public, however, should be directed by the physicians of the 
tumor clinic with consent of the local medical authorities 
and never be under the control of the institution. 

The tumor clinic may be a means of attracting dona- 
tions to the hospital and much good may be done 
through the endowment of even small sums of money 
to assist in maintaining the X-ray equipment, in keep- 
ing the radium supply adequate, in maintaining a few 
ward beds, or in paying the salary of a social worker 
or secretary. 

Finally, no hospital can expect to make progress in 
radiation therapy or pathological research when the 
radiologists or pathologists are low-salaried men. Some 
equitable and ethical solution of this problem must be 


found. The importance of these two departments are 


HOSPITAL PROGRESS 


October, 1934 


sadly underestimated in the average general hospital 
today but to a great extent this condition is due to 
poorly advised hospital management supported by 
some blind and selfish specialties within the profes- 
sion. The big advances in medicine in the immediate 
future may come through the use of the physical 
agents (radium, X-ray electro-surgen, electro-therapy ) 
guided by research in pathology. Any institution which 
retards the development of these departments (radi- 
ology and pathology) may expect to be left behind. 
The pressing unanswered problems in these specialties 
call for the best talent in the profession but due to the 
present custom of allowing institutions to practice 
medicine in these specialties the individual physician 
will sidestep them and earn a better recompense in 
some other fields of practice. 

The average general hospital of about 200 beds 
should be equipped to give the cancer patient special 
study and care. The logical means of doing so is 
through the tumor clinic. 
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AN UNDERSTANDING 7TRIDUTE 

Sister Fredericka, of Mary’s Help Hospital, San Francisco, 
Calif., died on September 17. After describing the beautiful, 
simple funeral services, attended by the doctors and nurses as 
well as the community of Sisters, one of the nurses, Miss 
Patricia Casey, paid the following tribute to her deceased 
friend and colaborer: 

“In the short length of time she has been with us she has 
become endeared to all for her unselfishness, her kindness 
to the poor, and her smiling happy disposition. Perhaps if 
our careless, unobserving eyes were to peer through that 
sunny mask, we might have seen the pain in those eyes, and 
the harassed look of one wha has suffered yet refuses to ask 
for sympathy. 

“Many times she has quietly and tactfully smoothed the 
ruffled feathers of our doctors, nurses, and patients. No mis- 
understanding was too great for her to rectify —no incon- 
venience too bothersome for her unselfish attendance. 

“When the huge, dark clouds of sorrow are lifted, may 
we stand once more in the illuminating light of understanding 
—and thank God for having given us Sister Fredericka, and 
reconcile our wills to His divine wisdom in admitting her into 
His cloister of dear ones.” 








Bedside Nursing 


A TRITE, almost everyday subject to all of you.* 
One wonders if there is still something to be said 
about an activity as old as the history of the art of 
bedside care. Has bedside nursing suffered at times 
from an unbalanced perspective, or from a sudden 
furor of specialization? We forget that all other activ- 
ities must tend to the ultimate perfection of the one 
most intimately involving the patient, intimate, con- 
scientious bedside nursing care. I dare say Mr. Jones 
will not appreciate the delicate X-ray and laboratory 
returns which reveal his diagnosis if he is disturbed 
by a wrinkled sheet beneath his back, a bellcord out 
of reach, or a window shade letting one arrogant sun- 
beam hover just across his nose. There may be real 
nursing, or lack of it, in the most magnificently 
equipped research hospital in the country. A patient 
may be a human being to be lovingly tended, or he 
may be merely an interesting case. 

Adequate teaching supervision in wards where stu- 
dents function would result in the elimination of much 
of the criticism of student nurses and of most of the 
complaints of the poor nursing that is being done by 
our graduates. Students enter our schools as a rule 
with high ideals of nursing, and too often their ideals 
are lost or become obscure. One reason for this, is 
that students are sent to the wards to carry out, un- 
aided, the directions they receive in the classroom. 
They must swim or sink according to their ability to 
make adjustments to situations. As a consequence, 
many of them do not persevere in their course. 

Another cause of poor nursing is piecework among 
students. One student takes all temperatures, one ad- 
ministers all medicines, another changes all dressings, 
and still another answers calls all day. It is somewhat 
absurd to expect the student so prepared to emerge 
from the school at the end of her course ready to 
nurse the entire patient. 

One of the essential qualities of a supervisor is the 
power to inspire others, to see the situation through 
their eyes, and thus to regard others, not as if she 
were a commander but a director and guide. The 
supervisor must know the workings of her depart- 
ment. She is responsible for the intelligent service of 
the sick and the teaching of the students. She leads, 
and the leader must know the field theoretically, and 
understand the practical experience of working. 

In the past, teaching in the wards did not always 
receive the attention which is rightly given in the 
present-day method. The necessity of correlation of 
theory and practice; that is, actually practicing what 
is taught, was but rarely realized and much less 
emphasized. Today, it is the outstanding feature of 
modern teaching. It is frequently said that people 
want to see results if they give money for a purpose ; 


*Read at Staff Meeting, St. Francis Hospital, Hartford, Connecticut. 


Miss Noella Mercier, R.N. 


they desire to know what benefit has been derived 
from a gift and who the beneficiaries are. Since nurs- 
ing offers concrete results from work, our plan of 
education should be such, that the nurse may derive 
results rich in educational value. 

Not only have the years emphasized the necessity 
and the justice of correlation of theory and practice, 
but with the passing of years, have come progressive 
discoveries in medicine, in surgery, in anesthesia, in 
dieto-therapy, in prophylaxis. The advent of these, 
necessitating the discarding of some old techniques, 
with the adoption of some new ones; necessitating 
also the modification of many procedures in vogue, 
have made progressiveness, research, and self-advance- 
ment on the part of the supervisor, imperative. We 
shall now consider the supervision of one of our de- 
partments. . 

The care of the obstetrical patient, both of mother 
and infant is paramount in every hospital. It has been 
truly said that a maternity patient is all that a sur- 
gical patient is, and more. With this in mind, hos- 
pitals stress surgical asepsis in handling them. Aseptic 
technique is as important in maternity care through- 
out the entire puerperium as it is in the delivery oper- 
ating room, and upon its degree of perfection largely 
depends the percentage of maternal and infant mor- 
bidity and mortality in hospitals. 

Autoinfection may be responsible for some infec- 
tions, hence the necessity of instructing the mother. 
The careful cleansing of the mother’s hands lessens 
the danger of infection for both mother and infant. 
The care of infants is a very great responsibility. Each 
infant is carefully examined at the morning bath and 
skin lesions or discharges are noted. Isolation care is 
used until a diagnosis is made. Upon confirmation of 
suspected cases, isolation precautions are used for both 
mother and child. 

The prospective mother enters the hospital in an 
optimistic frame of mind. She has faith in her physi- 
cian and in the hospital. This faith stimulates the 
hospital to surround her and her child with every 
safeguard and the best that medical science can af- 
ford. Hospitals are constantly evaluating the old 
methods in use and stressing the new features in 
maternity care. Features which have received special 
emphasis in the actual management and care of the 
obstetrical patient are the following: 

1. Utility and toilet rooms which connect with pri- 
vate rooms. 

2. Complete individual equipment. 
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3. Small rooms adjoining wards for “suspected” 
cases. 

4. Protection of the normal patients by prompt 
isolation of “suspected” cases. 

The technique and management of the routine care 
of the mother and child are, of course, the feature in 
which hospital superintendents are most interested, 
and for which the obstetrical supervisors are most 
responsible. 

The supervisor should give every opportunity to the 
students in her department to learn the abnormalities, 
and in no division in the hospital (unless it be in sur- 
gery) are problems involving Catholic ethics more fre- 
quently encountered. Upon the supervisor, therefore, 
devolves the duty of thorough instruction of her stu- 
dents. In these days, when cloaked under various de- 
ceptive titles, as natural therapeusis, maternal 
health, etc., methods and measures are used, frustrat- 
ing, or destructive to, the life of the unborn; in these 
times especially I repeat, does it become the duty of 
the obstetrical supervisor to teach her students how 
to guide the mothers toward Catholic ideals. A Prot- 
estant professor in a well-known university acclaimed 
the Catholic Church as the great defender of the un- 
born. The obstetrical supervisor has the opportunity 
of instructing student nurses how to administer bap- 
tism in case of need. 
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Supervision includes inspection, teaching, and con- 
stant vigilance. The wards and rooms are the work- 
shop in which the theory taught in the classroom is 
applied practically. The general conference during the 
morning assembly is excellent. The nurses hear the 
night report to the supervisor, who points out favor- 
able indications or untoward symptoms which have 
developed during the night. We must teach our stu- 
dents to ask questions. A supervisor should never con- 
sider the expression of a doubt, or a report which a 
student makes concerning a patient’s condition, as 
trivial. She should investigate. 

In conclusion, let us remember that a good super- 
visor is a fountain ever renewing and replenishing it- 
self, so that she may refresh her students. Our hos- 
pital is a religious institution, and in the ministrations 
to the body, the soul is the goal. Our students should 
be instructed regarding the spiritual preparations of 
the patients whose condition may be critical. Someone 
who knows should be ever present to call attention 
to the unmet needs of the patient, to stress little de- 
tails that add to his comfort, to teach the young stu- 
dent both to observe symptoms and changes and to 
report them accurately. The delirium of pneumonia, 
the impending coma of threatening uremia should be 
explained to the students, and their responsibility in 
all these matters emphasized. 


Desirability of Staff Contact with the 


Teaching Program 


Discussion of “Bedside Nursing” by Miss Noella Mercier, R.N. 


STAFF contact with the teaching program is desir- 
able because the aim of ward nursing, as Miss Mercier 
so well explained, is to improve the nursing care of 
the patient ; to endeavor by ideal methods not always 
realized, to alleviate his suffering whether it be men- 
tal, moral, or physical.* For him the hospital exists. 

Our supervisors, having nursed over a long period 
of years, thoroughly understand what is included in 
the experience of nursing the sick. Supervisors not 
only give the necessary information and show the stu- 
dent how to do something that she did not know 
before, but also help her to apply that which she has 
already learned. 

In order to correlate theory and practice, it is essen- 
tial that the head nurse should understand and know 
the theoretical part of the curriculum. With this 
knowledge, she will not too easily conclude, in times 
of stress, that certain methods taught are ideal as a 
part of the classroom instruction; but most unsatis- 
factory in the ward where there is not sufficient time 
to use them. She will not too easily substitute other 


*Read at Staff Meeting, St. Francis Hospital, Hartford, Connecticut. 
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methods “almost as good.” This may account for the 
fact that the enthusiastic first-year students, who have 
just completed their preliminary course, sometimes 
observe a lack of interest in the third-year students. 
Why? If the head nurse is alive to her teaching re- 
sponsibilities, there will not be much compromise be- 
tween theory and necessity. To secure the best results 
in clinical procedure, there should be close co-opera- 
tion between the classroom instructors and the ward 
supervisors. 

It is not the object of the nursing curriculum to 
turn the nurse into a medical encyclopedia. It is deep- 
ly necessary however that she should be taught to put 
her whole personality into her lifework, for this is a 
continuation of the Savior’s work — helping others. 
When the nurse helps to bring back bodily strength, 
she fortifies the citadel of the soul. Nursing training, 
regardless of vocational opportunities, is a prepara- 
tion for life. 








The Standard Nomenclature and the 
Hospital Medical-Record System 


I HAVE been asked to conduct a round-table dis- 
cussion this afternoon on how to use the Standard 
Classified Nomenclature of Disease. First of all, I 
should like to state that for an accurate classification 
and indexing, the code numbers should be filled in by 
the physician.* Specific labeling of these diseases re- 
quires a broader knowledge of medicine, surgery, 
pathology, etc., than a librarian can be reasonably ex- 
pected to possess. If the code numbers are filled in by 
the doctor, numerous structural and _ functional 
changes, symptoms, etc., can be included in the code 
label which will be a much more complete description 
of the disease than the diagnosis itself. 

It is in the indexing and filing of the cards that the 
librarian is particularly interested. The system I am 
describing makes possible a very rapid and simple 
assemblage of statistics on all diseases and complica- 
tions, whether the material required is asked for 
anatomically; e.g., “Diseases of the liver” or etio- 
logically ; e.g., “Diseases due to trauma.” It is essen- 
tial, however, that even though the librarian need not 
be prepared to fill in the code numbers (though this 
can usually be done readily on consulting the index 
in the back of the book) the librarian should under- 
stand the basis of this classification and it is for this 
reason that I review briefly the skeleton on which this 
system is built. 

The System of Classification is anatomical and 
etiological. The body is divided into eleven main divi- 
sions and, these are named from system “0” to system 
“x,” according to the system of the body and the body 
as a whole.' 

System 0 — Diseases of the body as a whole not af- 

fecting a particular system exclusively. 

System 1 — Diseases of the Integumentary system 

(including the subcutaneous areolar tis- 
sue and breast). 

System 2 — Diseases of the Musculo-skeletal sys- 

tem. 

System 3 — Diseases of the Respiratory system. 

System 4 — Diseases of the Cardio-vascular system. 

System 5 — Diseases of the Hemic and Lymphatic 

system. 

System 6 — Diseases of the Digestive system. 

System 7 — Diseases of the Uro-genital system. 

System 8 — Diseases of the Endocrine system. 

System 9 — Diseases of the Nervous system. 

System x — Diseases of the organs of special sense. 

Each of the above main divisions is further divided 





*Read at the Nineteenth Annual Convention of the C.H.A., Cleveland, 
Ohio, June 18-22, 1934. 

14 Standard Classified Nomenclature « 
New York, 1932, p. 17. 


{ Disease, The Commonwealth Fund, 


Sister M. Dominica, R.N. 


by a second series of digits representing a more spe- 
cific part of the body. 
ist number or digit refers to the system. 
2nd number or digit refers to the localization. 
3rd number or digit refers to the most specific clas- 
sification that can be made. 
Etiological numbers or digits follow the same order. 
Example — Fracture of Astragalus — 239-416 
Ist digit “2” refers to the system (Musculo-skele- 
tal). 
2nd digit ““3’* refers to localization (Extremity). 
3rd digit “9” refers to specific classification (Tar- 
sal). 
Ist digit “4” refers to trauma. 
2nd digit “1” refers to sudden trauma. 
3rd digit “6” refers to fracture. 
Carcinoma of Pylorus of Stomach — 645-889 
ist digit “6” refers to digestive system. 
2nd digit “4” refers to subdivision including all parts 


of stomach. 
3rd digit “5” refers to pyloric region. 
Etiology — 


Ist digit “8” refers to new growth. 
2nd digit “8” refers to epithelial tissue. 
3rd digit “9” refers to carcinoma simplex or unspeci- 
fied type. If it were Adeno-carcinoma, it would 
be 887. 
Stab Wound of Stomach — 640-4111 
Ist digit “6” refers to digestive system. 
2nd digit “4” refers to the stomach. 
3rd digit “O” refers to stomach generally — no fur- 
ther subdivision of the stomach. 
Etiological description — 
ist digit “4” refers to trauma. 
2nd digit “1” refers to sudden trauma. 
3rd digit “1” refers to type of trauma “stab.” 
4th digit “1” because it is also a puncture. 
Gangrene of Foot (Due to poisoning) — 096-3x1 
Topographical — 
“0” no special system. 
“9” lower extremity. 
“6” foot. 
Etiology — 
“3” refers to intoxication (poisoning). 
“x” refers to structural change due to the intoxica- 
tion. 
“1” structural change is gangrene. 
Gangrene of Foot Due to Ergot Poisoning — 
096-367.1 
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Topographical — 
“0” no special system. 
“9” lower extremity. 
“6” foot. 
Etiology — 
Ergot is classed 67 under group 3: (3 poison); (6 
vegetable) ; (7 Ergot). 
So we say 096-367 which means literally disease of 
foot due to ergot poisoning. To indicate that the 
structural change is gangrene, we retain the 1 from 
the 3x1 and add it after a decimal — 096—367.1. 
Gangrene of Foot (Post-traumatic) — 096—-4x1 
Topographical — 
“0” no special system. 
“9” lower extremity. 
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“6” foot. 
Etiology — 
“4” refers to trauma. 
“x” structural change due to trauma. 
“1” structural change is gangrene. 
Extra — 
Diseases due to trauma will always be found in sec- 
tion “4” of each system. 
Diseases due to infection will always be found in 
section “1” of each system. 
Diseases due to new growths will be found in sec- 
tion “8” of each system, and so on. 
This is the system we are using in our hospital, St. 
Vincent’s Charity Hospital. 


The Future of Nursing Education 


Any attempt to predict the future will of necessity 
be built on a study of past and present trends.* The 
origin of our present spectacular changes and growing 
discontent with the existing order in social and eco- 
nomic fields, as well as in nursing, extends back into 
the past for a number of years. In the report of Mr. 
Hoover’s research committee on “Recent Social 
Trends,” a few of the events and changes of these 
years from which our present status has evolved are 
summarized in the following paragraph: 

“The first third of the twentieth century has been 
filled with epoch-making events and crowded with 
problems of‘ great variety and complexity. The world 
war, the inflation and deflation of agriculture and 
business, our emergence as a creditor nation, the spec- 
tacular increase in efficiency and productivity and the 
tragic spread of unemployment and business distress, 
the experiment of prohibition, birth control, race riots, 
stoppage of immigration, women’s suffrage, the strug- 
gles of the Progressive and the Farmer Labor parties, 
governmental corruption, crime and racketeering, the 
sprawl of great cities, the decadence of rural govern- 
ment, the birth of the League of Nations, the expan- 
sion of education, the rise and weakening of organized 
labor, the growth of spectacular fortunes, the advance 
of medical science, the emphasis on sports and recrea- 
tion, the renewed interest in child welfare — these are 
a few of the many happenings which have marked 
one of the most eventful periods of our history.’” 

In such an environment as this, Nursing Education 
of necessity must adjust and readjust itself constantly 
if its product, the graduate nurse, is to be so guided in 
her development that she may understand the social, 
economic, and psychological movements in the midst 
of which she is expected to render satisfactory nursing 
and health service with consummate professional skill 
and personal adaptation. 

Nursing education is expected to prepare her for 
this intricate task, to provide her with the necessary 


*California, Arizona and Nevada Conference of C.H.A. 
1‘Recent Social Trends,’’ New York Times, January 2, 1933. 
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professional skills, the essential attitudes, the knowl- 
edge of disease, curative nursing, health, community 
organization, human adjustments, social and economic 
trends, educational processes, and last but not least, a 
knowledge of herself. 

The nurse of today and the nurse of the future re- 
quire the continuation of emphasis on bedside nursing 
with a closer supervision of nursing practice, a keen 
appreciation of the patient as an individual, and an 
opportunity to practice nursing in the home through 
affiliation with visiting nursing associations. Although 
our schools have presumably been organized to pre- 
pare nurses for both home and hospital service, very 
few schools require this affiliation with a visiting nurs- 
ing association which is the one opportunity for nurs- 
ing practice in the home environment. In California, 
according to the list of accredited schools for 1931, 
four schools offered such experience as an elective. 
None required it. 

More and better teaching of the student at the bed- 
side is essential for effective development of attitudes, 
skills, and knowledge of disease. To conduct this 
supervision and clinical teaching a group of head 
nurses and supervisors of exceptional ability, profes- 
sional and academic preparation, are required. 

Because of the increased emphasis on health promo- 
tion which includes in its broadest sense mental as well 
as physical health the student requires a more diversi- 
fied clinical experience. Four of the eight basic services 
are incorporated in all accredited courses; namely, 
medical, surgical, pediatric, and obstetrical nursing. 
The other four services, psychiatry, communicable 
disease, tuberculosis, and public health (visiting nurs- 
ing association) are in a few instances required or 
elective, but in most instances, completely omitted. 
The 1931 list of accredited schools of nursing fur- 
nishes the following data: 
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TABLE I. Availability of Clinical Experience in Psychiatry, 
Communicable Disease, Tuberculosis, and Public Health 


US.* Calif. 

Number of Schools listed............ 1781 51 
Number of schools which offer no ex- 

perience in these specialties........ 1322 74% 20 39% 
Number of Schools which require 

Se “IS iesadawecaed ween 34 2% 0 
Number of Courses offered as elective 

ee eon 299 51 


TABLE II. The Status of Courses in Psychiatry, Communi- 
cable Disease, Tuberculosis, and Public Health 
in California Schools of Nursing 


Courses Elective Required Total 
ae eee eke ee 2 3 5 
ER eal ee ene mae 11 6 17 
Communicable Disease ............. 6 19 25 
PE WIE Wermaccveatavceuadvwes 4 0 4 

BE Fe xara nakvendt « Doide sinus 23 28 51 

To offer the clinical experience desirable, 204 


courses should be listed as requirements when actually 
28 courses are thus listed. The 23 elective courses are 
offered to a limited number of students only. With a 
constantly increasing demand for nurses capable of 
greater adaptability in home as well as the hospital, 
greater flexibility in personal adjustments to rapidly 
changing and peculiar social and economic conditions, 
and with the increased emphasis on health promotion, 
and mental hygiene the future would seem to require 
this extension of clinical experience. 

If few schools of nursing are able at present to give 
an adequate basic preparation for home and hospital 
nursing and aid the student to develop her personal 
abilities through expert supervision and an extended 
clinical curriculum should such large numbers of stu- 
dents as are now to be found in schools of nursing be 
continued? The conditions of unemployment in con- 
nection with increasing numbers of graduate nurses 
are so acute and well known that they need not be 
more than mentioned here. 

The second report of the Grading Committee of 
Schools of Nursing shows a decrease in the number 
of schools in the United States but an increase in the 
total number of students. In the first grading the aver- 
age school had 49 students. In the second grading, the 
average school had 54 students. In the 1,397 schools 
which participated in the first grading 68,821 students 
were enrolled. In the 1,383 schools which participated 
in the second grading 74,337 students were enrolled, an 
increase of 5,000. 

The Department of Interior has issued a bulletin 
with the following statistics for 1931: 100,419 students 
in schools of nursing, an increase of 45,953 students, 
or 82.7 per cent increase over 1920; 29.1 per cent in- 
crease over 1927; 25,971 students graduated in 1930- 
1931; 213,800 graduate nurses in 1931. With the 
number of students now in schools of nursing an in- 
crease of 334% per cent will take place in 1934, which 
will be next year. How many of these graduates will 
have received the preparation which the future will 


*A List of Schools of Nursing Meeting Minimum Requirements Set by 
Law. National League of Nursing Education, 1931. 
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demand of them in bedside nursing including its 
phases of health teaching, nursing in the home, com- 
municable-disease nursing, and the mental aspects of 
nursing both the average and the pathological individ- 
ual ? 

For California more recent statistics are available 
relative to numbers of students entering our schools. 
The certification of students by the Bureau of Regis- 
tration of Nurses enrolled in 1931 and 1932 are as 
follows: for 1931, 2,007 students; for 1932, 1,604 stu- 
dents —a decrease of 403 students. Analysis of de- 
crease in certification: 135 less as result of closing of 
several schools; 85 less as a result of classes omitted 
by some schools; 380 less as result of limitation of 
classes (205 students less for one school) ; 600 total; 
21 schools increased their enrollment by 200 students 
in 1932; 22 schools decreased their enrollment; 2 
schools admitted same number of students. 

From these figures two facts become apparent which 
are significant for the future. First, it is evident that 
50 per cent of the schools in the state understand the 
existing crisis sufficiently to translate their knowledge 
of overproduction of graduates into constructive ac- 
tion. The other 50 per cent do not as yet realize the 
significance or seriousness of unemployment, or if they 
do, have been unable to act because of serious eco- 
nomic pressure. 

The second fact is the loss of one third of the value 
of the accomplishment of the 22 schools which have 
reduced the size of entering classes by the increased 
number of students enrolled by the other 21 schools. 
The significance of concerted action becomes apparent 
and will be a factor of primary importance in the 
future of nursing education. Vision, persistent effort, 
careful study, appreciation of hospital, nursing, and 
educational problems are all essential to co-operative 
planning and effective action. 

Of equal importance for the future of nursing edu- 
cation are the conditions in schools of nursing which 
determine the quality of their nursing, the quality of 
instruction, clinical facilities, and economic security. 
The Grading Committee brings to our attention the 
decrease in the number of accredited schools of nurs- 
ing during the past three years: In 1929 there were 
1,885 schools; on October 15, 1932, there were 1,630 
schools. Ten new schools added will show a net de- 
crease of 245 schools. 

Hospitals developed schools of nursing during a 
period in which a scarcity of graduate nurses existed. 
Each hospital school contributed to the nursing of the 
community through its student service in the hospital 
and through the use of its graduates in the home. But 
times have changed. Student services are no longer 
essential for the nursing of hospital patients. There 
is an ample supply of graduate nurses for this purpose. 
Even the economic value to the hospital of a student 
nursing service is questioned. According to the second 
report of the Grading Committee a quarter of the 
schools of nursing are located in small hospitals with 
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a daily average of 42 patients or less. The median 
daily census for the entire group of schools participat- 
ing in the survey is 75 patients. On this point Dr. 
Burgess writes: “In considering these figures, it should 
be remembered that while it is occasionally possible 
to give good nursing education in a small institution, 
this happens in spite of the fact that the institution is 
small, not because of it. Some very good nurses are 
graduated from small institutions, but the fact that 
they are good is not due to the scarcity of patients. 
It is due usually to careful selection of the students, to 
the presence of good teachers in charge of the school, 
and on the floors where the students are on duty, and 
to sufficient time so that teachers and students have 
been able to concentrate upon practicing good nurs- 
ing care. Some small hospitals are able to meet these 
conditions, while some large hospitals are not; but 
were these same large hospitals to select their students 
as carefully, to provide enough good teachers on the 
wards and enough time in which to practice good nurs- 
ing, it is probable that the large institutions would 
. be able to give not only as good nursing education, but 
even better education, than their small competitors.” 
For this group of schools in small hospitals to main- 
tain good standards of nursing education is an ex- 
pensive procedure in proportion to the size of the 
group which is benefited. However, to quote Dr. Bur- 
gess again: “No matter what the size of the hospital, 
if it is unable to provide an adequate number of 
patients, of all the different types necessary for the 
education of its students, it is faced with one of three 
alternatives —to conduct a poor school, to spend 
enough money so that it can provide the experience 
which its students now lack, or to close the school 
and care for its patients with maids and with grad- 
uate nurses.’ 

Due to the decreased census in hospitals which 
makes less nursing service necessary, the lower sal- 
aries for maids, orderlies, and graduate nurses, and 
the increasing per-capita costs of effective nursing edu- 
cation, a number of hospitals consider it less expensive 
to maintain graduate staffs rather than schools. 

To quote again from the second grading report: 
“Exact figures are not available, but it seems probable 
that very nearly all hospitals with less than fifty 
patients, many hospitals with less than one hundred 
patients, and at least a good many hospitals with more 
than one hundred patients could save money by clos- 
ing their schools of nursing. At the same time, they 
could stop the wholesale overproduction of new grad- 
uates, they could open their doors to graduate nurses, 
now unemployed, who are trained and eager to do bed- 
side nursing; and they could actually improve the 
quality of nursing care which they are able to provide 
for the patients in their institutions.” 

The future of nursing and of nursing education is 
inescapably bound to such factors as these. No school 


*Report of the Second Grading of Nursing Schools, page 9. 
*Jbid., page 10. 
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of nursing can accomplish good education without a 
sufficient quantity and variety of patients. Not only 
are the four basic services of medicine, surgery, pedi- 
atrics, and obstetrics essential but also communicable 
disease, tuberculosis, psychiatry, and public health, 
especially the experience with a visiting nursing asso- 
ciation. This increase in clinical content is of special 
significance because the nurse of today and of the 
future will require a greater degree of flexibility and 
adaptability, an understanding of mental health and 
disease, an ability to participate in health programs 
and a knowledge of health promotion for the welfare 
of all her patients as well as for herself. 

The future of nursing education will be determined 
by those schools of nursing with vision which are able 
to secure facts relative to their educational resources, 
economic status, and adequacy of clinical facilities 
and then as a result of the study regulate their student 
groups by selecting only those students of exceptional 
personal and academic ability. In addition, they will 
supply nursing supervision and teaching of a high 
quality, and a quantity and variety of clinical experi- 
ence of unquestionable satisfaction. Of no less impor- 
tance will be the contribution of schools which make 
a study of themselves and as a result establish grad- 
uate nurse service because their educational facilities 
are not adequate and cannot be made satisfactory 
without a disproportionate expenditure of funds. Past 
and present trends indicate for the future fewer and 
better students in our schools and fewer and better 
schools of nursing. 


A Course in Psychiatry 
St. Francis Hospital School of Nursing, Pittsburgh, Pa., 
is planning a six months’ postgraduate course in psychiatry. 
The course will be open to graduates of accredited schools 
of nursing, who have previously completed a high-school 
course of sixteen units. The department of psychiatry has 
150 beds for the care of acute and recoverable types of 
mental illness, in addition to departments of physical, occupa- 
tional, and recreational therapies. Full maintenance will be 
provided. Nurses desiring additional information may write 

to the directress of nurses at the hospital. 


Nurses Receive Diplomas 

A class of 18 students of St. Joseph’s Hospital School of 
Nursing, Joliet, Ill., recently received their diplomas at 
commencement exercises held in the hospital chapel. A 
solemn high Mass opened the ceremonies. This is the twelfth 
class of nurses to be graduated from the school, which was 
organized in 1920. 

After the graduates receive their title of R.N. from the 
state examining board, they will be received into St. Joseph’s 
Alumnae Association. On August 1, a Nurses’ Official Registry 
was established at the school of nursing by the Alumnae 
Association. The purpose of the registry is to serve the 
community in the home as well as in the hospital by private 
and hourly nursing service. 


Fall Term Opens 
Sixteen members composed the 30th annual class of 
students, who started the fall term at Mercy Hospital School 
of Nursing, Cedar Rapids, -Iowa, on September 10. Miss 
Geneva Mongovan, a graduate of the University of Iowa, is 
the instructor. 








Methods for the Promotion of Medical- 
Social Service in Catholic Hospitals 


Introduction: Definition and Purpose 

MEDICAL-Social Service is one of the most recent 
developments of social work.* It differs from other 
forms of Social Service in that it deals only with sick 
people. A client may be suffering from want because 
of unemployment or a broken home, or he may be a 
person of immoral or criminal habits, but unless he is 
suffering physically he is not a client for a medical- 
social-service department. 

Medical-social service had its origin in hospitals and 
dispensaries and we still find most of its work carried 
on in these medical institutions. A more recent devel- 
opment of the work is such as is carried on under the 
auspices of a general casework agency where a trained 
medical-social worker supervises the medical phase of 
the work of the entire staff. A second recent develop- 
ment is found in Pennsylvania where each county is 
served by a medical-social worker. A third develop- 
ment is found in the experiment now in progress in 
Chicago. 

The method of medical-social work is that of social 
casework. It is correlated with medical treatment 
prescribed in each case by the doctor. Its basis is, 
therefore, the medical need of the patient. Medical- 
social work contributes to the physician’s understand- 
ing of the patient and, on the other hand, enables the 
patient to understand and carry through a plan of 
treatment satisfactory to the physician. Interpretation 
of one to the other is the major function of the medi- 
cal-social worker. 

Medical-social work has its place in modern medicine 
primarily because of medicine’s new emphasis on the patient 
as a co-operator and because the practice of medicine today 


insists that the patient’s surroundings, his family, his home, 
his work, his prejudices, his ignorance, his ambitions play a 


part at every stage in the relationship between doctor and’ 


patients. (1)? 

If it is true then that the physician must know his 
patient both from the physical and the environmental 
side, and if, moreover, his time is well occupied with 
the study of the physical, it is evident that informa- 
tion concerning the patient’s environment must be 
supplied to him through the medium of social service. 


The Need of Medical-Social-Service Departments 

Physicians, as well as hospitals, are recognizing 
more and more the need and value of medical-social 
work. This is true not only in our own country, but in 
other countries as well. Doctor E. H. L. Corwin who 
attended the Third International Hospital Congress in 


*Read at the Nineteenth Annual Convention of the C.H.A., Cleveland, 


Ohio, June 18-22, 1934. 
‘Numbers in parentheses refer to the table of references at the end of this 


article. 
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Belgium in June of 1933, sent a report to the Head- 
quarters of this Association. One of his observations 
was this: “Everybody (meaning everybody at the In- 
ternational Hospital Congress) was convinced that the 
hospital of today and the hospital of tomorrow will 
be a value to humanity if it is a social institution with 
social responsibilities.” (2) Twenty-six countries of 
four continents were represented at this Congress. (3) 

Since the hospitals of the present time and the hos- 
pitals of the future will be evaluated in the light of the 
social responsibility which they will assume, it seems 
but reasonable that this responsibility should take the 
accepted form of medical-social service. 

Why should hospitals hesitate to work for social 
betterment and the general health and happiness of 
the community through the medium of recognized and 
organized professional social work? The hospitals 
have given recognition to advanced thought in the 
management of hospitals. Specialization in the fields 
of medicine and surgery is also recognized. If hos- 
pitals, then, recognize advancement and development 
in management and in medical practice, why should 
they hesitate to do so in the social service rendered to 
their patients ? 

The need of medical-social-service departments 
seems evident. The replies received to a questionnaire 
sent out by this Association in 1933, showed that 58 
of our Catholic hospitals are conducting social-service 
departments; 53 of these in the United States and 5 
in Canada. These figures indicate that we are close 
to the percentage for all the hospitals which is 8 per 
cent. (4) The exact number according to the estimate 
of Mr. Hurlin of the Russell Sage Foundation is 850 
departments. He based his estimate on a salary study 
which he made using as a basis the hospitals which 
had answered Yes to the questionnaire sent out by 
the American Medical Association. 

Miss Ida Cannon reported at the White House Con- 
ference in 1930, that in a survey made by the Sub- 
Committee on Medical-Social Service it was foynd 
that in hospitals dealing with children in the United 
States, less than 9 per cent had medical-social-service 
departments. (5) Our objective should be to establish 
similar departments in our Catholic hospitals as rap- 
idly as workers can be trained. 


Organization: Wanting a Department 
Before any hospital establishes a social-service de- 
partment it must want such a department. Normally 
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the appeal for it should come from either the hospital 
administration or the physicians or both. There are 
five ways in which medical-social-service departments 


are organized : 

1. They are instituted and financed by the hospitals of 
which they become a part for one of two reasons: 

a) The institution feels a desire to extend its work in the 
decrease of suffering, even to all forms of human misery. 

b) it sees in the social-service department a way to in- 
crease its own efficiency, to keep discharged hospital patients 
from returning and dispensary patients from entering. 

2. Social agencies in the community outside of hospitals 
or dispensaries desire social work within after they have used 
a medical-social-service department once. This demand 
creates departments. . . . 

3. Charitable and kindly people already interested in the 
work of hospitals and dispensaries see in this new movement 
a chance to help more effectually more individuals in their 
communities and ask permission to place-social workers in 
hospitals. Possibly the majority of social-service depart- 
ments were so organized and so financed in the beginning. 

4. Medical-social-service departments are organized as 
teaching departments instituted and financed from the begin- 
ning by the teaching hospital or the university of which 
they are a part... . 

5. A board.of hospital trustees, of university trustees, 
board of health, a church, any persons who maintain a hos- 
pital for any purpose, may organize and finance a social- 
service department within that hospital for any of the above 
reasons. (6) 

If the appeal for such a department comes from 
some other person than the hospital administration or 
physicians, it may be met in one of two ways: 

1. It may be welcomed by the hospital administration in 
an understanding and sympathetic way and a department be 
established. 

2. Obstacles which seem insurmountable may be presented, 
or the organization and functioning of such a department 
may not be clearly understood. 

Probably both of these groups should be met on a 
basis of education. The Catholic Hospital Association 
might, therefore, plan a program of education as part 
of its policy. This program might provide for two 
activities : 

1. A field secretary, herself a qualified medical-social 
worker and a graduate in medical-social service of a school 
of social work, one who has had some years of practical 
experience in a medical-social-service department, might 
visit our hospitals and discuss problems of organization of a 
department with the hospital administration and the physi- 
cians. 

2. Institutes in medical-social service might be offered 
during two or three days preceding the annual convention of 
this Association in which hospital administrators and phy- 
sicians might meet together with men and women — outstand- 
ing persons in medical-social service — to discuss their prob- 
lerhs and gain information about the work. 


Organization: Staffing a Department 

When once the hospital administration has decided 
to esteblish a department, the question of ‘staffing it 
arises. Shall the director of the social-service depart- 
ment be a Sister or a lay woman? If it is to be a lay 
woman, it may not be difficult to obtain a qualified 
and trained person by applying to any of the schools 
of social work now offering such training. 
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If the director is to be a Sister, it may take two 
years to qualify her. Schools of social work that are 
members of the Professional Association of Schools of 
Social Work require a B.A. degree for entrance. Hence, 
the Sister will need to be one who holds a B.A. degree 
and is ready to take two years of training, including 
lecture courses, field work, and research work. She 
need not be a trained nurse, but should be a person 
who possesses the qualities of sympathy, understand- 
ing, tact, and personality. 

Eleven of the twenty-eight schools belonging to the 
Association of Schools of Professional Social Work 
offer training in medical-social work. They are Tulane 
University in New Orleans, Louisiana; the New York 
School of Social Work, New York City; Simmons 
College School of Social Work in Boston; the Na- 
tional Catholic School of Social Service in Washing- 
ton, D. C., the Pennsylvania School of Social and 
Health Work in Philadelphia; the Universities of 
Chicago, St. Louis, and Minnescta; Washington Uni- 
versity in St. Louis; Western Reserve University in 
Cleveland ; and California University in Berkeley. (7) 

Of these the National Catholic School of Social Ser- 
vice in Washington, D. C., and St. Louis University 
of St. Louis are conducted under Catholic auspices. 


Organization: The Department Itself 


The hospital administration having decided to es- 
tablish a medical-social-service department in its hos- 
pital and having obtained a trained medical-social- 
service worker to act as director, must next organize 
a department. 

The medical-social-service department should form 
an integral part of the hospital. It should have equal 
standing with the other departments of the hospitals, 
such as, medicine, surgery, psychiatry, pediatrics, 
nursing, dietetics, etc. 

The Report of the Committee making a Survey of 
Hospital Social Service for the American Hospital 
Association in 1920 laid down certain principles of or- 


ganization : 


1. As a fundamental general principle, social service should 
be organized as a department of the hospital, dispensary, or 
other institution. Assistance or participation by outside in- 
dividuals or agencies in starting a social-service department 
may well be accepted, but the department should be placed 
from the beginning, or the earliest possible date, under the 
complete administrative control of the trustees or other gov- 
erning authority of the institution. No other arrangement 
can be deemed permanently satisfactory. 

2. This form of organization implies the direct responsi- 
bility of the head worker of the department to the superin- 
tendent or chief executive officer of the hospital or dispen- 
sary. 

3. There should be an advisory committee for the social- 
service department appointed by the Board of Trustees 
which should include representatives of the following ele- 
ments: the trustees; the medical staff; professional social 
workers of standing in the community; non-professional lay- 
men or women with experience or connection with social 
work or community problems; the superintendent of the 
institution; the superintendent of the training school; the 
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head worker of the social-service department as an ex officio 
member of the Committee. 

4. The Social-Service Advisory Committee should meet at 
regular intervals for the discussion of the problems and 
needs of the department, for hearing reports of its work, 
and for making recommendations to the trustees regarding 
the work itself. The trustees or superintendent should look 
naturally to this committee for aid in determining and 
guiding this relatively new branch of hospital activity. (8) 

The director is immediately responsible to the super- 
intendent of the hospital and subject to her in mat- 
ters of policy. Her duties are: 

1. The administration of the department. 

2. The selection and management of staff. 

3. The assignment of duties to staff. 

4. Supervision of routine of social history, follow-up, and 
treatment of patients. 

5. Preparation, distribution, and filing of social records. 

6. Co-operation with the medical staff in the diagnosis 
and treatment of - patients. 

7. Co-operation with social agencies in community activi- 
ties. 

8. Co-operation with all units of the out-patient depart- 
ment and the hospital for efficient operation of the entire 
institution. 

9. Co-operation with auxiliary organization. (9) 

The social workers should have had professional 
training in medical-social work, and it is advisable 
that the admission clerk also have such training or be 
at least a professionally trained social worker. 

The functions of the social worker are largely in- 
terpretative : 

1. Discovery and reporting to the physician facts regard- 
ing the patient’s personality and environment which relate 
to his physical conditign. 

2. Overcoming obstacles to successful treatment, such as 
may exist or arise in his home or work. 

3. Assisting the physicians by arranging for supplemen- 
tary care when required. 

4. Educating the patient in regard to his physical condi- 
tion in order that he may co-operate to the best advantage 
with the doctor’s program, for the cure of illness, or the 
promotion of health. (10) 

There are three ways of assigning workers. They 
may be assigned by departments, or by diagnostic 
groups, or by various combinations of these methods 
and general assignments of cases. (11) 

The admission clerk must be a person who knows 
the method of interviewing, since she must be able to 
judge family budgets in relation to the present medi- 
cal need. The worker must know resources in order 
to handle situations intelligently. Interpretative pow- 
ers are also much needed at an admission desk. 


Organization: Facilities 

The Minimum Standards of the American Associa- 
tion of Hospital Social Workers provides for facilities 
for interviews. Its provision is this: Medical-social 
casework requires personal conferences with various 
individuals in matters which are often of a confiden- 
tial character. This makes it necessary that the de- 
partment should have office facilities which afford 
as great privacy as possible and at the same time are 
readily accessible to patients and physicians. 
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Organization: Records 

On the matter of records the Minimum Standards 
say: “The department should keep records of its med- 
ical-social casework which should be readily avail- 
able for use in the medical treatment of the patient. 
The privacy of the social case record should at all 
times be safeguarded. 

“The record should identify the case accurately, 
state clearly the reasons why medical social study 
and treatment were or were not undertaken, the prob- 
lems presented, those dealt with, and the social treat- 
ment given. It should include a statement at the time 
the case is closed, which will give the reasons for 
closing and the status of the case at that time.” Very 
shortly now the Association will publish its Minimum 
Standard for Records. 


Organization: Financial Support 

The financial support of the social-service depart- 
ment varies. One of the principles laid down by the 
Committee making the Survey of Hospital Social 
Service for the American Hospital Association stated: 
“As to finances the social-service department should 
be maintained as part of the hospital budget, and its 
funds, from whatever sources derived, should be ad- 
ministered through the usual hospital procedure.” (12) 

The Report of the above Committee in 1921 showed 
that 50 per cent of the departments were controlled 
and financed by the medical institution as a definite 
department. (13) At the White House Conference of 
1930, Miss Cannon reported that the survey of the 
Sub-Committee on Medical Social Service indicated 
that 89 per cent of hospitals dealing with children 
were so financed and so controlled in that year. It 
also showed that in the instances where the medical 
institution was a hospital, the social-service depart- 
ments were financed in the following manner: 

1. By the hospital alone, 103 departments. 

2. By the hospital and the community chest or auxiliary 
committees, 23 departments. 

3. By auxiliary committees, 28 departments. 

4. By community chests, 36 departments. 


5. By direct endowment, 4 departments. 
6. By medical schools, 2 departments. (14). 


Conclusion 

In conclusion, then, we may say: 

1. That medical-social service is a professional 
service rendered by professionally trained people. 

2. That 92 per cent of our Catholic hospitals still 
need to organize medical-social-service departments. 

3. That promotion of such departments to a large 
extent depends on giving hospital administrators and 
physicians opportunities of acquainting themselves 
with organization, function, and financing of such 
departments. 

4. That departments should not be organized until 
hospitals are ready to staff them with professionally 
trained medical-social workers. 

5. That hospital social-service departments should 
form integral parts of hospitals. 
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6. That in organizing departments, standards such 
as are set by the American Association of Hospital 
Social Workers, the Catholic Hospital Association, 
and the American Hospital Association should be 


studied and followed. 
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Medical-Legal Principles 


PROBLEMS of medical economics are interesting 
the profession, hospitals, and the public alike.* They 
have brought with them or will bring with them some 
new interpretations of old principles. The entrance 
into the field of medical practice of group hospitals, 
partnerships, and corporations has altered many of 
the opinions of the public on the medical world. At the 
present time, this alteration of opinions is not reflected 
as yet on the legal aspects. The legal principles or the 
legal side of medicine remain the same and it will take 
years and years to change them. 

It has always been said that the law is at least a 
hundred years behind the progressive thought of the 
community. Of course, the “progressive” thought does 
not necessarily always turn out to be the right 
thought. Here and there, changes have been made or 
attempts in our acceptance of new interpretations of 
old thoughts. 

The problems of medical economics, which are now 
confronting the public, the profession, and the hos- 
pitals, have brought with them the necessity for a re- 
statement of the medical-legal principles upon which 
medical practice is based. The alterations of opinions 
of such principles do not at present reflect the legal 
mind. 

The first principle to which I'wish to call your 
attention is the well-established one of principal and 
agent. A principal may delegate his agent to perform 
any legal actions which the principal can do. Such 
acts, however, must be lawful acts and the principal 
cannot delegate the agent to perform unlawful acts 
nor acts not in the power of the principal to perform. 
This principle is pertinent to the employment of 
physician by lay individuals or corporations when they 
hire a physician to do medical work. It is also estab- 
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lished that no one can practice medicine and surgery 
in California except a legally licensed physician and 
surgeon. A recent decision involving this practice of a 
profession has been decided by the Supreme Court of 
California in the case of Parker v. the Medical Board 
of Dental Examiners of California (California 14 P 
‘2-D’ 67). In this decision, the Supreme Court upholds 
the Superior Court and denies the appeal to the Dis- 
trict Court. The Supreme Court says that the dental 
law must be treated as a whole and the business part 
of the practice of dentistry cannot be separated from 
the professional acts of the dentists. The Court also 
said that if this practice went on, dentistry would be 
open to commercial exploitation: “That a corpora- 
tion may not practice law, medicine, or dentistry is a 
settled question in California. These professions, in- 
volving a relationship of a personal as well as a pro- 
fessional character, cannot be placed in the same 
category as pharmacy, architecture, or other vocations 
wherein no such relationship exists.” This action by 
the Supreme Court having established the fact that 
corporations cannot hire doctors to do for them what 
it is illegal for them to do, involves many other points 
in its application. 

The converse of the above, that an agent can dele- 
gate powers to his principal, is, of course, unheard of ; 
therefore, a physician cannot delegate his power to 
practice medicine to any person, group, or corpora- 
tion. 

The next principle, which is involved in the newer 
economics, is the principle of the relationship of doc- 
tor and patient. 
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The doctor’s duties to his patient were laid down 
some thirty-two years ago in the Pike case in New 
York and has been quoted with approval throughout 
the length and breadth of the land. “A physician on 
taking charge of a case implies ordinarily that he 
possesses and the law places upon him the duty of 
possessing that reasonable degree of learning which 
is ordinarily possessed by physicians and surgeons in 
the locality where he practices, and in which is or- 
dinarily regarded by those conversant with the em- 
ployment as necessary to qualify him to engage in the 
business of practicing medicine and surgery. Upon 
consenting to treat a patient, it becomes the physi- 
cian’s duty to use reasonable care and diligence in the 
exercise of his skill and the application of his learn- 
ing to accomplish the purpose for which he was em- 
ployed. He is under further obligation to use his best 
judgment in exercising his skill and applying his 
knowledge.” This rule has been held by practically 
every court in the land. The analysis of this rule 
shows that the words, “reasonable and ordinarily” 
are the key words. The skill he must possess is that 
possessed by the average member of the medical pro- 
fession in the locality in which he practices. The 
specialist must be judged by the average specialist. 

The physician must use his best judgment; not his 
guess, nor hasty surmise nor his snap judgment — but 
his best judgment and he must use it. 

Thirdly, the physician must keep abreast of his 
time and follow the approved methods in general use. 
He must use medical literature, the meetings of his 
hospital, county and state society, and he will thus 
fail to use them at his peril. 

In this relationship between doctor and patient, 
which is an implied contract as the law gives it, the 
patient also has duties. If the patient does not co- 
operate with the physician, the latter cannot be held 
responsible for the result. This principle has been up- 
held in many courts. Refusal to have X-rays taken, 
to accept painful treatment; not returning for treat- 
ment, and not using ordinary prudence have been in- 
terpreted as failure by the patient to co-operate with 
the physician. In the newer economics, it may be that 
this implied contract between physicians and patient 
will be disturbed. Just how the acts of a third party 
coming between the physician and patient will be 
viewed legally, cannot be prophesied, but I do not 
think that the law would excuse either patient or 
physician from the performance of duty which con- 
stitutes a breach in this implied contract. If a patient 
is in the midst of treatment in a hospital using one 
of the hospitalization schemes or is under treatment 
by a physician employed by the hospital association 
and treatment is refused, the patient, on account of 
non-payment of dues to the organization, the courts, 
I believe, will hold that the hospital or physician so 
doing has broken the implied contract between the 
patient and themselves. 
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Another principle which has been well established 
is the confidential nature of communication between 
patient and physician. The confidential status of these 
communications has been subject to an enactment by 
the State Legislature and by practically every state in 
the Union and is to be found in the laws of California. 
There are, of course, exceptions to this rule. These 
exceptions in brief are: 

There is no professional communication : 

a) In criminal trials. 

b) In civil suits for damages. 

c) In any case where the relationship of patient and 
physician did not exist. 

This relationship exists for the purpose of treatment 
and it would seem from the trend of thought that 
when a physician calls upon a patient for an insurance 
or railroad company the confidential relation of physi- 
cian to patient is deemed as non-existing. If, however, 
professional advice is given, decision favors its exist- 
ence. This principle has its application in the newer 
economics in the relation of the doctor when he is 
called upon to give information to his employer con- 
cerning the disease from which the patient suffers. 
This is especially true in organizations where excep- 
tions from treatment are made by the contract. If a 
patient discloses to his physician that he is suffering 
from a certain disease and the physician then reveals 
the nature of this disease, to another, he is, I believe, 
violating this rule, and that, in spite of the paragraph 
of the contract signed by the patient, which allows the 
physician to disclose the nature of the illness for which 
he is treating the patient. The validity of this para- 
graph, of course, has never been brought into question 
as yet, but I believe that the right of the patient, to the 
confidence of his physician cannot be signed away by 
him. I believe the courts would hold that it is against 
all public policy for a man to sign away such rights. 

A third principle to which I draw special attention 
of the physician concerns the malpractice action. The 
elements involved in such action are the contractual 
relationship of the physician and patient and the negli- 
gence of the doctor. A corporation, not having the 
right in California to practice medicine, cannot be 
sued for malpractice. Therefore, the brunt of all mal- 
practice suits must be borne by the physician. Even 
though the physician is paid for his treatment of the 
case by a group, corporation, or other individual, no 
other person but a physician can be sued for mal- 
practice. Malpractice suits involve expert testimony 
and require testimony by unprejudiced experts. It 
is possible that the employment of experts by a 
group employing the doctor would be considered an 
act prejudicial to the interests of the patient. It is 
certain that the use of fellow physicians employed by 
the same employer as the defendant physician would 
be useless. 

The principle that a doctor cannot abandon a case 
under any circumstances except by the consent of the 
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patient makes it positive that if the physician is em- 
ployed by an association to attend a patient and the 
association then refuses to pay the bill for this patient, 
the doctor would be guilty of abandonment if he did 
not continue to treat the patient throughout that ill- 
ness. 

Another point which comes to mind is the employ- 
ment by organizations of physicians as radiologists, 
anesthetists, and pathologists. At the 1933 convention 
of the California Medical Association, the House of 
Delegates passed a resolution to the effect that these 
specialists were practicing medicine. The organization, 
therefore, cannot itself practice medicine in these 
specialties but hires a physician to do this work for 
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them. It has no legal obligation to the patient in these 
fields. The relation of physician and patient exists be- 
tween these specialists and patients as well as in other 
fields of medicine. Therefore, it is necessary for phy- 
sicians so employed to be as careful in their relations 
as though they were general practitioners. 

In conclusion, let me remind you that regardless of 
the changing economic status of physician and patient 
the above examples of the principles governing the 
action of the courts will remain in force until changed 
by the weight of public opinion, statutory enactment, 
and judicial law. Go slowly, so that no Catholic hos- 
pital may fail in these matters. 


The Form and Content of the Annual 
Report of the Medical-Record Library 


NO large business would think of omitting its an- 
nual inventory, even if it were not required for pur- 
poses of determining income and estimating taxes, 
even if the manager were willing to omit the state- 
ment, the stockholders would demand it.* 

The fact that the real stockholders in a hospital, the 
public that has supported it through taxes, donations, 
and patronage, do not demand such a report, does not 
render it less imperative that there should be a regular 
stock-taking. 

The assets of a hospital are twofold; tangible, con- 
sisting of buildings, ground, and equipment — and in- 
tangible, consisting of the good will of the medical 
profession and the general public. It would seem un- 
necessary to state, that the intangible assets are quite 
as vital to the welfare of the institution as are the 
tangible. Whether or not this unmeasured element of 
good will shall be retained, depends upon many fac- 
tors; atmosphere, equipment, and care are most im- 
portant. The hospital must discharge from its doors, 
contented patients, but it must also see that they are 
cured patients. In the final analysis, the product of 
the hospital, consists of the sick made well, and the 
only place where an accurate assay of this product 
may be found, is in the medical-record room. 

Annual summaries are definite indices, indicating 
whether an organization has progressed, has remained 
stationary, or has faltered in its stride. This is clearly 
shown, by comparing any year’s analysis, with those 
of other years. Statistics, though often colorless, are 
exact, and are distinctly necessary for the develop- 
ment of efficiency and these figures and items of in- 
formation are available only through reports of the 
hospital-record division. 

Constant progress and improvement should be the 
aims of all hospitals. By no other method can the way 
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be pointed as clearly as by actual figures and percen- 
tages in concrete record. The annual report of the 
medical-record library is, therefore, paramount, and 
to fail to accumulate and summarize this information 
would not be tolerated by the national governing 
bodies in either medical practice or hospital admin- 
istration. To fail to make this information readily 
available, would forfeit to some degree the good will 
of the medical profession. To fail to so co-ordinate 
and analyze it, that comparison may be readily made 
with results in other hospitals, would be to neglect 
the best interests of future patients. 

In every hospital, the active and courtesy staffs may 
be divided into three general groups; the physician of 
fine training, studious habit, and active interest in 
every professional activity; the physician possessing 
the first two qualifications, but willing to limit the ap- 
plication of these qualifications to his private practice 
and regular work; the physician who is perhaps less 
endowed in all three elements. As one of the intangible 
assets of the hospital, is the good will of the medical 
profession, an important activity should lie in the 
hospital’s approach to these groups. Outside of the 
facilities and services rendered in the operating rooms, 
in the laboratories, and in the halls, there should be 
a different contact at staff gatherings. Programs 
should be so arranged and presented, as to interest 
and utilize the first group; interest and activate the 
second group, and interest and improve the third 
group. There is no place from which the material for 
this purpose can be so well drawn as from the medical- 
record room, which controls to a great extent the sci- 
entific projects of the institution. 

If the work of the hospital is to be maintained at a 
high standard, it cannot depend entirely upon the skill 
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and conscientious efforts of isolated individuals; 
neither can the impressions of these individuals give 
an accurate and dependable picture of conditions. It 
is here that the analytical and statistical study made 
by the medical-record room supplies a cold and dis- 
passionate scrutiny of the work not only of individ- 
uals, but of complete services—and, not only for 
selected periods, but for a year, or a period of years. 
Such analyses are not infrequently the first suggestion 
of weak spots and less desirable methods. This would 
not be true, however, if the discussion of such statis- 
tics were confined to the findings in one institution. 
It is by comparison of methods and results, that a true 
perspective is obtained. The focusing of the attention 
of an entire staff upon the careful analysis of a full 
year’s work of a particular service, and an analytic 
comparison of this with acceptable standards as estab- 
lished in large centers, cannot be devoid of benefit. 
Such scrutiny will sometimes reveal a weakness that 
must be corrected, and will occasionally bring a warm 
glow of satisfaction over work well done. Thus, in 
general, an annual statistical report from the medical 
office, may serve, at least, three vital purposes: pri- 
marily, it is the only accurate, dispassionate, and com- 
prehensive evidence of the success or failure of the 
institution in fulfilling the purpose for which it exists; 
again, it may be made the’store house or source of 
interesting, stimulating, and instructive staff pro- 
grams; finally, by comparative analysis, it may prove 
the penetrating beam that exposes weakness for cor- 
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rection and displays strength for commendation. 

Such a report, containing as it does detailed medical 
statistics, is obviously intended for the physicians on 
the medical staff of the hospital and for medical asso- 
ciation purposes. The annual report, however, may 
serve many purposes. It may be designed particular- 
ly for distribution to the general public, benefactors, 
and friends of the hospital. If such is the case (and 
it usually is, if put in printed form) the content of 
such an annual report ought to include a presentation 
of materials comprehensible to this group of individ- 
uals. Whether or not detailed medical statistics 
ought to be included in as much detail as is usually 
prepared for the medical staff and professional or- 
ganizations, may well be considered a question. 

We are all aware of the fact that one cannot regard 
the annual report of the hospital, as the vehicle for 
transmitting to the public, to the benefactors of the 
hospital, and to the medical profession only medical 
statistics — other aspects of the hospital’s relation to 
the community welfare should be incorporated. The 
method of presentation of this annual report will be 
the measure of the success of this publicity. Whether 
detailed medical statistics be included in the annual 
report or not, certainly, a hospital that fails to pre- 
pare an annual statistical report from the medical- 
record library is worse than a business that takes no 
inventory —for the one, deals with an item above 
value — human health, while the other deals with 
commodities of only material value. 


Teaching Methods in the School 


ANYONE admiring a great work of art might ex- 
claim, “How can it be done?’* If the artist himself 
were to hear the exclamation, he would probably re- 
ply, “It is a very simple matter. One does but select 
the appropriate colors and put them on in the right 
place in the right amount.” So, too, developing the 
bro2d principles of teaching methods may seem quite 
simple. After having determined through what pro- 
cedures education can be effected, and after having 
analyzed the means by which the best responses may 
be aroused and controlled, there remains simply the 
task of establishing a technique by which each of the 
desired effects of teaching may be best brought about. 
This, however, like great masterpieces requires genius. 

Teaching implies, as we all know, the existence of 
two agents, one imparting, the other receiving instruc- 
tion. The one who imparts must know the pupils, their 
attainments, and individual needs; she must know 
what she is to teach, and how the subject should be 
taught, and, finally, there must be a common language, 

“Presented before the Institute on Nursing Education conducted by the 
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one that the pupils with their variable attainments 
(as one finds in schools of nursing) will readily under- 
stand. All nursing schools, I think, require of appli- 
cants high-school certificates. Even with these certif- 
icates there are, of course, differences in the capabili- 
ties and in the ages of the students as well as in the 
curricula of secondary schools. 

Taking for granted that the teacher knows her pu- 
pils and her subject, we shall pass on to the “how” — 
the manner in which the pupils are taught. 


Planning the Instructions 

In order that a course may be presented in the best 
way possible, the work should first be carefully and 
thoroughly planned as to content, and secondly, each 
class presentation should be planned in order to insure 
the clarity of the subject matter and in order to insure 
utilization of time, which means so much in our class- 
work. 
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The Lecture Method 

This is the most popular if not the best method of 
presenting subjects, especially when the course is con- 
ducted by a doctor. A lecture saves time for the pupils 
and reduces the amount of reading that otherwise 
would be required since it permits the introduction of 
material not found in the textbook. It also arouses and 
holds the attention in that it permits of an inflection 
and emphasis which is more forceful than printed 
form. Lectures may be readily adapted to the capaci- 
ties of the hearers and the form may serve to instill 
the use of correct English. 

The lecturer should, however, employ methods other 
than “telling” so that variety may be introduced and 
close contact with the students may be maintained. A 
five- or ten-minute quiz at the beginning of the peri- 
ods on the matter of the preceding lecture or the 
same amount of time at the end of the lecture on the 
material given during that period tends to keep up the 
interest of the students. 


Textbooks 

Textbooks may be used in a number of ways 
embracing practically all the methods of teaching. 
There is, however, too great a tendency on the part 
of some teachers to rely almost wholly on the texts 
and to teach from them blindly. These individuals fail 
to realize that textbooks should be regarded as out- 
lines or compendia of the most important facts of 
that specific subject. Personally, I see no need for 
having a text for all the courses taught in our schools. 
I do think that books should be used for our funda- 
mental subjects, such as psychology, anatomy and 
physiology, chemistry, bacteriology, obstetrics, die- 
tetics, pediatrics, principles and practice of nursing, 
and materia medica. 

Textbook teaching should be supplemented by col- 
lateral readings and visual aids to instruction. Occa- 
sionally, discussion on interesting topics by individual 
pupils is a means of stimulating enthusiasm. In this 
way brighter students are given greater opportunities, 
while the uninterested pupil may be aroused by an at- 
tractive assignment. Care should be taken not to as- 
sign more outside reading than can be successfully 
done, since this might create a distaste for the subject 
under study. 

The Problem Method 

The Problem Method and Project Teaching are 
quite in contrast with the above methods, but are 
equally as important. There is no profession which is 
more confronted with daily problems than is that of 
nursing. The student should, therefore, occasionally 
be given problems which employ both inductive and 
deductive reasoning. 


The Project Method 
“A project is defined as a purposeful activity car- 
ried to completion in a natural setting.”? The project 
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is but a problem carried to actual, practical comple- 
tion; indeed some call problems “intellectual proj- 
ects,” since the underlying principles of procedure are 
essentially the same. These projects are valuable be- 
cause they inculcate interest, application, and respon- 
sibility. Some of the causes contributing to the edu- 
cational effect of the problem method are: 

1. The definiteness of the goal. 

2. The purpose is the student’s own. 

3. Opportunity given to the student to plan and direct her 
activity. 

4. The student’s own progress toward the goal, as deter- 
mined by herself. 

5. The real spur to self-activity. 

As types of projects, suitable for student nurses, 
we may offer the following: 

1. Material projects —the making of posters to represent 
a diabetic diet. 

2. Learning projects — becoming proficient in the science 
of nutrition. 

3. Intellectual projects determining how Pasteur dis- 
proved the theory of spontaneous generation. 

Projects may be worked out by groups or selected 
by individuals, or by classes. As may be said of all 
other methods, teaching by projects has some disad- 
vantages. In the first place, an increased amount of 
teaching skill is required to manage teaching by proj- 
ects; second, an undue amount of non-educative ac- 
tivity is encountered in the procedure. This latter may 
be overcome by the selection of proper material. 


The Case-Study Method 


Case studies are a combination of problems and 
projects, but are such important and effective means 
of teaching that this method deserves special atten- 
tion. When this method is used, students are much 
more interested in their patients and, on the whole, 
become better and more intelligent nurses. The follow- 
ing are some of the advantages of the method :? 

1. It correlates ward study with theory. 

2. It develops the student’s power of observation and 
analysis. 

3. It improves her interpretation of signs and symptoms. 

4. It develops the scientific attitude and offers sources of 
material for more intensive studies. 

5. Finally, it supplies abundant possibilities for developing 
the poor student as well as the superior student. 


Quizzes 

It is generally conceded that the best means of 
measuring a pupil’s learning is by the daily oral-recita- 
tion grade or by the recording of grades at intervals 
of a few days, preferably not in the presence of the 
class. 

Oral vs. Written Examinations 

There is much difference of opinion as to which is 
more reliable, the oral or the written examination. 
Many teachers agree that the oral quiz is to be pre- 
ferred, but that the written examination furnishes a 
better means of measurement. Much importance and 
dependence has always been placed upon the latter 
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type, yet criticism of written examinations is steadily 
increasing. 

Most of us, have heard the story of the professor 
who wrote out, as a standard by which to mark 
papers, what he thought were model answers to the 
questions asked in a certain examination. This copy 
became mixed with the other papers and on being 
graded did not receive even a passing grade. Then, too, 
a teacher might grade the same paper differently at 
different times, or the same mistakes on various papers 
might not be estimated equally the same. These varia- 
tions are due to the amount of learning possessed by 
the teachers, and by the dispositions and tempera- 
ments of the individual, even by the time at which 
they are corrected; for example, before and after din- 
ner. 

The newer types of written examinations as the 
true-false, multiple-choice, completion, the simple 
statement, the matching exercise, simple recall, and 
enumeration, lend themselves to a fairer rating of the 
student’s knowledge. They are more reliable since the 
pupil has a more definite idea of what is wanted. 
There is but one standard of excellence, in most cases, 
and so there can be no disagreement as to marking. 
The answer is either right or wrong; therefore, there 
is no chance of intermediate judgment. Not the least 
factor is the time saved both in giving and in scoring. 
It does, indeed, take longer to make out the examina- 
tion but time is saved in the correction of papers. 

There are those who have objections to this type of 
examination on the score that the students are not free 
to use individual expressions; that skills, attitudes, 
and ideals cannot be measured. Here again, if we use 
thought and ingenuity in making out our examina- 
tions, these qualities may be brought out. Others in- 
sist that the new methods encourage dishonesty, but 
usually these examinations are written so quickly that 
there is little time to look on another student’s paper. 


Illustrative Materials 

I have reserved the mention of materials used for 
visual instruction until now because these may be em- 
ployed with any of the methods used in teaching. 
Schools of nursing should be well equipped with these 
important aids. In connection with our basic subjects 
—anatomy and physiology, chemistry, bacteriology, 
and dietetics — laboratory periods should be conduct- 
ed in laboratories specially equipped for each of these 
sciences, in addition to other illustrative material that 
may be presented. 

Posters made by the students and exhibited on bul- 
letin boards which are renewed frequently tend to 
awaken and keep up interest in subjects which might 
otherwise seem irksome. There is one class in our 
work which is accompanied by demonstrations 
throughout the course; namely, “Practical Nursing.” 
There are, however, many other techniques and pro- 
cedures in etker subjects which could be demonstrat- 
ed, thereby adding interest, correct understanding, and 
skill. 
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Even though a diagram should be the same as that 
found in textbooks, when it is enlarged on the black- 
board and explained by the teacher it may simplify 
something that the illustration in the book has failed 
to make clear to the unaided students. 

Many times, fresh or preserved specimens of organs 
may be shown during a lecture on anatomy, etc. For 
other than visual illustration, this illustrative material 
is best employed in the laboratory where such phe- 
nomena, as the beating of the heart in an anesthetized 
frog, may be shown and where the students perform 
experiments. 

Trips are often of great educational value in con- 
nection with schoolwork. An example of manifold in- 
terest to the student is a visit to a pharmaceutical and 
biological laboratory. Here the thousand and one ways 
of making medicines, serums, vaccines, etc., may be 
witnessed. Such a visit offers a wealth of opportunities 
which readily appeal to the students. Other places of 
educational interest are: the city-water works, meat- 
packing houses, and dairies where principles of hy- 
giene, bacteriology, chemistry, and preventive medi- 
cine are applied. 

The method of using graphs is most effective for 
showing relations between one or more factors or for 
presenting a summary of results. Today it is being 
used widely to show work in scientific research, and 
in most cases represents a vast amount of experimen- 
tation. 

Films and stereopticon slides are efficient methods 
for rounding out and clarifying, after details and prin- 
ciples of technique have been explained. 

No school of nursing should be without charts and 
anatomical models. It would be unfair and almost im- 
possible to demonstrate all procedures on patients, 
therefore, models must be used in the class and demon- 
stration room. 


Religious Education 

While we are speaking of all these methods of teach- 
ing, let us not forget that we have a duty with regard 
to the nurse’s spiritual education. “Her spiritual 
training has one motive — to make her a saint. It will 
not be the saintliness of the cloister or even of the 
factory, but that which glorifies the nurse in training 
and which will blossom fuller in the after years of her 
professional life. For the most part, her characteristic 
virtue to be developed in training will be a sweet pa- 
tience which at times will seem almost martyrdom, for 
it leads to a crucifixion of self. But it is her way to 
climb the mountain of God.” 


’McDonald, Rev. Dr. R., “The Spiritual Life of the Nurse in Training,” 
Hosprta. Procress, November, 1931, p. 488 


School Affiliated with College 


The school of nursing of St. Joseph’s Hospital, Sioux City, 
Iowa, has been affiliated with Trinity College of that city. 
The nursing school’s scholastic program is now co-ordinated 
with that of the four-year college arts and science course 
leading to degrees, and three additional professors have been 
added to the teaching staff. 
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FEAST OF CHRIST THE KING 


It will be unnecessary to remind our readers that 
the Feast of Christ the King falls this year on Sunday, 
October 28. For several years past our Association has 
promoted the celebration of this feast, suggesting as 
its immediate motive and intention, the promotion of 
vocations to our nursing Sisterhoods. 

This celebration has become an established custom in 
many of our institutions. We hope that so pious and 
beneficial a practice may be retained in our hospitals 
and that through the graces and blessings of so beauti- 
ful and appealing a feast day as that of Christ the 
King, many an enthusiatic, loyal, and generous soul 
may be drawn to the service of Him, who as King of 
Kings and Lord of Lords, is the center of our heart’s 
love and devotion. May this blessing draw many dur- 
ing the coming year to give themselves to His Service 
in the service for His sick poor.— A. M. S., S.J. 


CATHOLIC AND NON-CATHOLIC MINIS- 
TRATIONS TO THE SICK 


The delightful and solidly Catholic parish monthly, 
Nova Et Vetera, “The Holy Rood Chronicle,” pub- 
lished for the parishioners of the Very Reverend Mon- 
signor Canon A. Jackman, of the Church of the Holy 
Rood, Watford, England, has found its way to the 
editor’s desk. In the January number, a very significant 
article which merits the widest circulation is published 
on the difference between Catholic and non-Catholic 
ministrations to the sick. 

The writer points out that while the Catholic Church 
provides for those who are seriously ill a special sacra- 
ment, that of Extreme Unction, enjoins upon every 
Catholic under pain of grave sin to receive Holy Com- 
munion if possible at the hour of death, gives oppor- 
tunities, to those about to die, for Confession, enjoins 
upon its priests to answer calls to the sickbeds of those 
seriously ill, the non-Catholic churches recognize none 
of these obligations. 

It points out furthermore that the Catholic priest by 
reason of his belief, “cannot possibly help making him- 
self a nuisance if he is not allowed free access to the 
dying at all times,’ whereas the minister of a non- 
Catholic religion can well afford even in the face of 
his beliefs to ignore the urgencies of a deathbed de- 
mand. It is ever so much more serious, “to neglect the 
administration of the last Sacraments than to neglect 
a necessary surgical operation or a necessary medical 
treatment,” whereas non-Catholic patients and chap- 
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lains, “do not regard the work of the clergyman as 
being of vital importance to eternal salvation in the 
same way that Catholics regard the work of the priest.” 

The article concludes that, “if hospital authorities 
desire to be perfectly impartial and equally fair to all 
denominations alike, they will be forced to grant 
greater facilities to Catholics than to non-Catholics 
simply because Catholic patients by the very nature of 
their religious beliefs regard the ministrations of their 
priests as being of much more importance than the 
ministrations of non-Catholic clergymen are regarded 
by non-Catholic patients.” 

The principles expressed and implied in this brief 
but very searching analysis explains not only the solic- 
itous care given to Catholic patients in the hour of 
death in our own hospitals, but should also be em- 
phatically brought to the attention of hospital execu- 
tives and non-Catholic institutions. For the Catholic, 
the presence of a priest at the time of serious illness 
is of such importance that in many cases his eternal 
salvation may depend upon the coming of the priest. 
If the non-Catholic does not take the same attitude 
toward the presence of his minister, it would seem to 
follow that fairness to all patients demands the utmost 
respect for the convictions and beliefs of the Catholic. 

It must be confessed that during the past few years 
it happens relatively rarely that a Catholic priest does 
not find free access to Catholic patients in our non- 
Catholic hospitals. Attitudes in this respect have un- 
dergone radical and very real changes during the last 
years. Real instances do occur, however, on which a 
Catholic priest is prevented from such free access to 
his coreligionists not on the basis of a difference of 
religion as rather out of an alleged regard for the com- 
fort of the patient. As an understanding of Catholic 
principles in these matters becomes increasingly wide- 
spread, as non-Catholic physicians learn to understand 
the Catholic mind, as hospital administrators and 
nurses appreciate better the deep consolation which 
comes to the Catholic heart at the moment of death 
and serious illness through the reception of the Sacra- 
ments, the presence of a priest at the bedside of the 
patient will be increasingly demanded. We know of 
many instances in which a non-Catholic doctor has not 
only counselled but has insisted that a priest be sum- 
moned to the side of his Catholic patient. It would 
be well for those of us who attend the hospital meet- 
ings, local, state, and national to call the attention of 
our non-Catholic hospitals’ personnel to the Catholic 
attitude in these matters and thus to directly influence 
the saving of many a soul through the priest’s minis- 
trations in the hour of the patient’s greatest need. — 
A. M.S., S.J. 


THE JOINT COMMITTEE 
The Joint Committee of the American, Protestant, 
and Catholic Hospital Associations which was ap- 
pointed to interest itself in Federal legislation as it 
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affects hospitals has had a most diversified experience 
in the short period of its year and one-half of history, 
after a period of relatively sluggish preparation which 
suddenly went into feverish and successful activity. 
One success after another was achieved. It succeeded 
in bringing hospital needs to the attention of the peo- 
ple of our country, in securing exemptions and special 
privileges from various taxes, in having the claims of 
the hospital for subsidies and remunerations recognized 
in many official quarters, and especially in making the 
public and legislatures understand the dollars-and- 
cents value of unremunerated service for the indigent 
to the communities in which these hospitals are operat- 
ing. If the Joint Committee failed heretofore in suc- 
cessfully defending the claim of the hospital for a 
Federal remuneration to institutions caring for those 
on public relief, the reason for the disappointment 
must be sought not so much in the failure of the activ- 
ities of the Joint Committee but in the special philos- 
ophy of relief to which the Federal Government has, 
up to the present time, committed itself. 

Other disappointments, however, were also in store 
for the Joint Committee. One after another of the 
privileges which were secured seemed to dribble out of 
its hands and the months of labor seemed to have been 
dissipated in relatively useless activity as these privi- 
leges were withdrawn at the instigation and through 
the pressure of the industries furnishing hospital sup- 
plies and equipment. 

In the face of these disappointments, however, the 
success must not be overlooked. The hospital repre- 
sents a cause worth fighting for and, therefore a ‘cause 
worth being disappointed for. The Joint Committee, 
therefore, will continue its struggles and its activities 
convinced as it is of the full justice of its cause. It was 
decided recently that these activities should again be 
renewed. It is highly likely that during the next session 
of Congress ever so many issues will be raised which 
are expected to have a decided bearing upon hospital, 
medical, and nursing practice. If this is so there should 
be endless occasions for the Joint Committee’s work. 

In preparation for the days to come, the Committee 
is again petitioning for the help of the hospitals. 
Statistics in certain fields become useless almost over 
night. In the hospital field, it is likely that the statis- 
tics which were assembled last year and which served 
so many useful purposes have been completely revo- 
lutionized by the drift of events during the last year 
and perhaps during the last month. It is imperative 
that the Joint Committee should have in hand statistics 
on the very latest status of the hospital and, there- 
fore, much of the work which was done last year must 
again be done so that the new appeals may be based 
upon the newer facts. Our hospitals which have .co- 
operated in so striking a way in the Joint Committee’s 
work during the last year and its predecessor, will, no 
doubt, show themselves no less ready to co-operate 
again and will cheerfully and generously supply their 
statistics when they are called for. They will thus not 
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only facilitate the work of the Joint Committee but 
will contribute their share toward the Committee’s 
success in securing justice for our institutions. — 
A. M.S., SJ. 
MEDICAL PRACTICE AND THE 
HOSPITAL 

The attention of the members of the House of Dele- 
gates of the American Medical Association has been 
called to our Association’s resolutions at the Cleveland 
Convention which have a bearing upon medical prac- 
tice in the hospital. It is gratifying to note that these 
resolutions have not been without their effect upon 
members of the medical profession in various sections 
of the country. From many quarters the stand of our 
Association has received the warmest commendation. 
From Tennessee, we learn, “J think so much of the 
resolution and the editorial that I am running both 
in the October issue of the Journal of the Tennessee 
State Medical Association. I think we are working to- 
ward some very definite ends and will achieve them by 
cohesive action; from Louisiana, we hear, “J wish 
to express my commendation of your splendid edi- 
torial ;” from Indiana, we are told, “As a member of 
the Committee which drafted this report, I wish to 
express appreciation for the sentiments of commenda- 
tion expressed in your letter. These ten points consti- 
tute in many ways something of a Bill of Rights for 
medical practice. These principles are so fundamental 
that the destruction of them will result in a very pro- 
found change in the character of medical practice and 
a possible deterioration in the science and art of medi- 
cine ;” from Ohio, we received word that, “J have no 
criticisms on either the resolutions or the editorial and 
can only say that they meet with my most hearty ap- 
proval ;” from Massachusetts a compliment reaches us, 
“I avail myself of this opportunity to express my ad- 
miration for your splendid support to the American 
physician and the millions under his care as I have 
had opportunity to follow you through the columns of 
the A. M. A. Journal ;” from Minnesota, a letter states, 
“I am sure the stand that your Association takes will 
meet with the hearty approval of a large majority of 
the members of the House of Delegates of the American 
Medical Association. Personally, I congratulate you on 
the stand you have taken;” from Michigan a com- 
munication reads, “/ think that both the resolution and 
editorial are most timely and on account of the wide 
circulation of your publication, should do a great deal 
of good. May I congratulate and thank you upon this 
evidence of 100-per-cent co-operation on the part of 
the Catholic Hospital Association ;” from New Jersey 
comes the assurance that, “J am in hearty accord with 
your attitude toward the medical profession and hos- 
pitals with which they are connected. Am sorry to say 
that some hospitals do not have the same attitude to- 
ward their medical staffs. Your courageous stand in 
support of the A. M. A. policy is very pleasing ;” from 
Oregon, comment reaches us that, “We are most appre- 
ciative of the stand of your association and I am glad 
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to give you this personal advice that your opinions 
have been very helpful to us ;’ from Colorado, comes 
the further comment that, “Jt is encouraging to find 
that this great association is solidly back of the medi- 
cal profession in its efforts to maintain the fine tradi- 
tions of our calling. We are determined to resist every 
effort made by agencies, near and remote to undermine 
our foundations and, for temporary gain, dispose of our 
great ‘heritage ;” and finally from Illinois, a brief but 
detailed sentence from an authoritative source reads, 
“IT am of course particularly interested in those reso- 
lutions pertaining to the indigent, to Federal assist- 
ance for the hospitalization of relief-administration 
patients, to the policies of the National Recovery Ad- 
ministrator, to the fundamental basis of medical serv- 
ice, to the pre-eminence of the medical profession in 
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medical practice and to medical economics. A hurried 
reading of these resolutions leaves me with a most 
favorable impression. I can but feel that those who are 
so ardently promoting all sorts of artificial schemes for 
providing hospital service on a so-called group basis 
are contributing to the inevitable development of com- 
plications that are going to be disastrous in their 
effects.” 

Surely words such as these should serve as an en- 
couragement to our Association to continue its stand 
for sound principles in medical practice for unques- 
tionable ethical relations between the hospital, the pa- 
tient, and the physician, and for the safeguarding of 
that sense of moral responsibility which alone can 
form an unshakable basis for the personal relationship 
between patient and physician. — A. M. S., S.J. 


Affiliations with Hospitals for 


IN considering affiliations we should take a two- 
fold view: 1. The responsibilities of the school sending 
students for affiliation. 2. The responsibilities of the 
school receiving affiliating students. 

1. The School Sending Students for Affiliation 

In accepting students into our schools, we assume 
the obligation to offer them adequate training in theory 
and practical experience. These young women come to 
us with implicit confidence, refreshing, enthusiastic, 
eager to remedy at once every human ill; in the mind 
of every one of them, is the desire to be prepared and 
equipped to do something, and that the right thing, for 
every sufferer in any emergency. 

Such is the outlook of those who are definitely in- 
terested on entering a school of nursing, and right here 
is our obligation to give them the best — to fit them to 
be equal to any exigency. To meet this obligation, good 
teaching and thorough experience in basic subjects, 
medical, surgical nursing, operating-room technique, 
- obstetrics, pediatrics, dietetics are essential. These 
fundamental courses must be supplied by the home 
school or by affiliation. The home school should be a 
general hospital—the “special” hospitals such as 
children’s hospitals, tuberculosis sanitoria, and psy- 
chiatric hospitals, should not attempt to conduct a 
complete undergraduate nursing school. If these special 
hospitals were to develop affiliating services, available 
to students in general hospitals, thus amplifying the 
latter’s experience in these various phases of illness 
not frequently met with in the general hospital, a very 
real service would be rendered. Opportunities for satis- 
factory affiliation are eagerly sought, and must be 
made where and when needed, in justice to the stu- 
dent; but the necessity for sending students contin- 
ually for affiliation must be a soul-trying problem, for 
those responsible for the arrangement of classes and 
lecture schedules. It is from the senior students that 
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selection for affiliation is made. These are absent from 
the home school for, at least, three months. The re- 
ceiving school feels responsible only for the theoretical 
studies correlating with the practical experience for 
which affiliation has been made. Hence, the problem of 
securing all other classwork must be solved, either by 
anticipating classes conducted during the absence of 
affiliating students, or by arranging for extra classes 
in the home school. 

Affiliations should be made at definite and stated 
intervals. In our hospital, we are, indeed, fortunate, 
since we can supply the basic courses in the home 
school. Only in the case of male students for whom 
hydrotherapy is required, and psychiatric nursing 
recommended, must we apply for affiliation. For these 
courses there are three admissions annually into the 
receiving school — January, May, and September ; the 
duration of the course is four months. We select May 
to September for affiliation, as there is no loss of 
classes or omission of lectures in other subjects, en- 
tailed by the young man’s absence from the home 
school. When this cannot be arranged, the plan men- 
tioned above must be carried out. Theoretical instruc- 
tion must be completed. This is a very important point. 


Selection of Affiliating Agencies 
The selection of affiliating agencies should be made 
with care. The director of the school sending students 
should be previously informed as to living conditions, 
teaching and clinical facilities, and as to those regula- 
tions which tend to secure the physical and moral wel- 
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fare of the students absent from the parent school. 
There should be the understanding that the Catholic 
student be allowed time to assist at Mass on Sundays 
and holydays, her hours of duty to be adjusted for so 
doing, if need be. 


Time for Affiliation 

In schools conducting a three-year course, affiliations 
are arranged for the third year, commencing with the 
last quarter of the second year, or, at least, after the 
fundamental courses have been completed — the 
courses in medical and surgical nursing, pathology, 
materia medica, dietetics, etc. Teaching and experi- 
ence in the operating room, should precede obstetrical 
affiliation, and it is desirable that students shall pre- 
viously have had experience in operating-room tech- 
nique and obstetrical nursing to qualify for pediatrics 
affiliation. 

Those schools offering a twenty-eight-months basic 
course, as do the California schools, must meet the 
requirements within a specified time. In the 28-months 
course the arrangement is as follows: 

Preliminary or Preparatory Period. ..120 days 


General Medical Nursing........... 180 days 
General Surgical Nursing........... 180 days 
ee EE ioicascnnenavseewen 60 days 


Coernting ROOM ......sccccccsivess 90 days 
eB rere rr cr 90 days 
NS ee ae ee et 90 days 
CN... 01 ncanaensuwstaanaaenin 30 days 


The medical and surgical experience after about 130 
days must be interrupted in order to secure the other 
essential services; upon completion of them, the sur- 
gical and medical experience is resumed. 


Health of Students 

The students are taught in the home school to re- 
port minor symptoms, lest these develop into major 
complaints and serious ailments, but a final check up 
should be made before sending them for affiliation. A 
physical examination record, and one of prophylactic 
sera administration, should be submitted to the direc- 
tor of the school, to which the student is sent. Person- 
ally, I would dissuade from affiliation for commun- 
icable diseases, a student in which the Schick Test had 
been repeatedly positive. 

To sum up: Affiliations should be such as to afford 
real educational value to the student if the standards 
of the school are the same the contacts made on the 
“affiliation meeting-ground” will broaden her, and give 
her an understanding of the great scope of the nursing 
field. Someone has said, “Affiliations are a blessing,” 
but we consider those directors of nursing schools espe- 
cially blessed, who are able to provide all the basic 
subjects in the parent school. True, they have prob- 
lems, but these are more easily handled and controlled 
at home than abroad. 


2. Responsibility and Problems of the School 
Offering Affiliation 


As was previously remarked, special hospitals afford 
the best opportunities for meeting and supplying the 
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needs of students for whom the home school cannot 
provide nursing experience in certain basic subjects 
essential to the complete evolving of its desired prod- 
uct, a thoroughly well-trained nurse. All schools re- 
ceiving affiliating students must have the approbation 
of the bureau of registration of nurses or of the in- 
spector of nursing schools. 

The theoretical work, lectures, classes, clinics, corre- 
lating with the practical nursing experience, should be 
provided for affiliating students. 

The school accepting affiliating students should limit 
the number, and be guided in such limitation by two 
chief considerations: (1) Is the clinical material avail- 
able sufficient for the number of nurses assigned? (2) 
Would the assiznment of affiliating students tend to 
limit the opportunity for education of the regular stu- 
dents? This would be wrong; justice, as well as char- 
ity, begins at home. 

Health 

The prompt reporting of minor ailments should be 
the duty of the affiliating student, as she was taught 
to do in her own school, and thus safeguard herself and 
others. The director of the affiliating school, or some- 
one appointed by her, should promptly notify the home- 
school principal in all cases of minor illness, were the 
student off duty but for a day. The director of the 
school should be in possession of the address and tele- 
phone number of the parents or guardians of affiliating 
students, and it should be understood that she should 
have the privilege and duty of notifying these rela- 
tives as well as the director of the home school, in case 
of accident, serious illness, or emergency operations ; 
remembering, too, that a permit for operation must be 
secured and authorized by signature of parent or 
guardian ; in emergency, this may be obtained by tele- 
phone, but the written permit should be filed as soon 
as possible. 


Social Activities 

I believe an edifying esprit de corps exists between 
affiliating students and the regular students of the 
school. Hours “off duty,” and recreation facilities are 
the privilege of all. 

Late permissions should be granted but rarely, and 
these with the written sanction of the parent or guard- 
ian, as well as the principal of the home school. The 
student requesting late leave, should enter into the 
book provided for the purpose, where she is going and 
with whom. An overnight leave should never be granted 
except on the written request of parent or guardian, 
who should assume the responsibility of this permis- 
sion. The latter also should assume the responsibility 
of this permission, and should inform the principal 
of the home school of this fact, preferably by writing. 


Obligations of Affiliating Students 
These should remember that the same regulations 
and rules which have for their purpose the maintenance 
of professional standing and appreciation of the ideals 
of the profession, apply in all schools. Absence from 
the home school does not authorize laxity ; on the con- 
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trary, it places upon the student a dual responsibility 
—to guard the reputation of the school which has re- 
ceived her and that of her own. 

May I say here that the need of affiliation for certain 
basic courses, is not the problem of the so-called small 
schools of nursing only ; some of the larger schools have 
a similar need. I recall reading a report of a school 
averaging 136 students, which gave experience in but 
two of the basic subjects, medical and surgical nursing, 
and which was obliged to affiliate for obstetrics and 
pediatrics, and this report was quite recent, dated 1930. 
Therefore, the size of the school is no indication that a 
thorough, well-rounded service is given within its walls. 

A slogan, we may term it, is heard east and west — 
“Reduce and improve the supply of nurses,” and some 
would accomplish the reduction by obliterating the 
small schools. Listen to the remarks of Dr. May Ayres 
Burgess, director of the Committee on Grading of 
Nursing Schools — “Overproduction cannot be laid at 
the door of the small schools. It is the large schools, 
not the small schools, which are directly responsible 
for the overproduction of nurses,” and it is the large 
schools “connected with public or city hospitals, which 
are directly responsible for unemployment in private- 
duty nursing.” Patients in large public hospitals rarely 
have the service of a private-duty nurse. Therefore, 
nurses graduating from such schools must be fortunate 
enough to secure institutional positions, otherwise face 
unemployment, as their parent school has little or noth- 
ing to offer. Dr. Burgess repeats, “It is from the large 
schools that the great bulk of graduates comes.” And 
again she refers to overproduction, “Almost everyone 
of the large schools believes that it is better than the 
rest. The rank and file of graduate nurses today, have 
come, not from the many small schools, but from the 
comparatively few large schools. Very few of the large 
schools give the type of preparation which sets their 
graduates very far above the rest. Most of them could 
reduce their annual production of graduates with 
benefit to the profession.” 

By this time, we realize that very few, if any schools 
of nursing are sufficient unto themselves; they need 
affiliation in some branches, hence, the smaller schools 
have no need of discouragement ; in fact, according to 
Miss Annie Goodrich, dean of the School of Nursing, 
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Yale University, they have many and splendid ad- 
vantages which their big sister schools lack. Hear what 
this educator had to say at the convention of the Na- 
tional League of Nursing Education held in 1930 in 
Milwaukee. “The small hospital offers certain advan- 
tages sometimes lost in the larger institutions. Pre- 
eminently it demands an approach to and consideration 
of patients which is highly desirable in a program of 
nursing education,” and Sisters, should not this “ap- 
proach to and consideration of patients, which is so 
highly desirable, be especially true of our Catholic 
hospitals. She continues: “It provides for more per- 
sonal understanding and direction of the student; it 
permits of more extended and thorough knowledge of 
the case; the atmosphere of the small hospital more 
nearly approximates the home environment of both 
patient and staff; it is believed that students limited 
in number are a desirable factor in these institutions. 
I have inspected hundreds of small hospitals,” she con- 
tinues, “and know that many of them are beautifully 
equipped ; that the clinical material offers under the 
right auspices, excellent experience. It is perfectly pos- 
sible, through the ever-increasing number of universi- 
ties and colleges, many of which are already offering 
courses in nursing, to provide through extension or 
preparatory courses, a pre-nursing science course.” 

In conclusion, I shall add: We are in a new epoch in 
nursing, we have reached:a turn in the road; we want 
to shape or reshape conditions, so as to retain or attain 
the rapidly changing and rising standards, the neces- 
sary affiliations we should make, but always under 
Catholic standards. The turn of the road, has opened 
to us a far wider range of vision, and we have our ob- 
jectives; God’s glory, the salvation of souls, the de- 
termination to give the best possible care, which re- 
ligion and science combined, can offer our patients, 
the thorough training of our student nurses, and we 
want to instill into the minds of these young persons, 
the great truth that this “hurrying, worrying, outside 
world is not the whole of life,” that the spiritual and 
its evaluation are all that are worth while. 

Whatever ways and means can be created to ac- 
complish these objectives, must be originated and con- 
trolled by ourselves. The obligation is upon us — let 
us meet it. 


Adaptation of the Cross-Index to Hospitals 
of Diverse Types and Sizes 


I WAS asked to say a few words concerning cross- 
indexing. The first thing I have to say is, that there 
are very few articles written about it. I searched all the 
hospital magazines for the past years and did not find 
a single article. From this one might be led to think 
that cross-indexing cannot be so very important. To 
us, however, who use the cross-index constantly, who 
could not locate charts, compile statistics, aid in re- 
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search, and do many other things without it, the con- 
trary is very much the case. Probably its use has be- 
come so habitual, as the act of breathing, that we have 
almost ceased to realize its existence. It has become, 
as it were, a part of ourselves. Whatever may be the 
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cause, we will consider record index today and begin 
by the requirements of the American College of Sur- 
geons, which ask that the indexes include (c) identifi- 
cation data, (6) diagnosis, (c) associated diseases or 
secondary conditions, (d) operations, (e) causes of 
death. 

1. Identification data— This includes: the name, 
age, address, occupation or profession of the patient, 
his attending physician ; the person responsible, in case 
of a minor; the hospital serial number; the date of 
admission to and discharge from the hospital, and 
diagnosis. This information is usually included on the 
admission card which accompanies the patient to the 
floor from the admitting office. Then, when the card is 
returned with the chart, it is filed alphabetically. For 
ourselves, we have tried the card system, but we re- 
turned to our Register, which we liked best. It con- 
tains all the above data, and, besides, we add the serv- 
ice to which the patient is assigned — whether it be 
medical, surgical, obstetrical, etc. We also total the 
number of cases in each service at the end of the week 
or month. On the register line, we find, too, the num- 
ber of hospital days and the financial classification of 
the patient, whether free, pay, or part pay. The totals 
of these are all necessary for statistical purposes. The 
names are entered according to serial numbers, thus 
giving us a cross-index according to admission number 
with all the accompanying information. We make out 
cards from the Register with the patient’s name and 
register page and file these alphabetically, giving a 
cross-index according to name. As we file our charts 
under the Bellevue Nomenclature, that is, according to 
disease, we can find any chart at once, either by the 
name of the patient or by year or by disease. Any 
other item may be entered on the card or registered 
as desired, as almost every institution has its own pet 
subject for research or ‘statistical purposes. 

2. Diagnosis —I think the new Standard will soon 
be in general use, although it is not accepted in all 
quarters as yet. It will be especially useful for larger 
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institutions. The diagnosis proper may be kept on 
cards or on large sheets according to the amount of 
The sheets may have the follow- 
age, doctor, 


work to be covered. 
ing headings: the name, case number, 
treatment, result, hospital days, year, or any other as 
desired. 

These same sheets or cards may be used for: 

Associated or secondary conditions, the primary 
diagnosis being written in black and the secondary 
ones in red. In larger hospitals many subheadings of 
the same disease are used, as: nephritis, chronic, acute, 
with edema, without edema, etc. These may be en- 
larged on to any extent, to satisfy each one’s require- 
ments. They are filed in drawers or folders, according 
to disease, generally by anatomical sections. 

4. Operations — These may be kept on cards or in a 
register as desired. The headings might be: number, 
name of patient, surgeon, assistant, anesthetist and 
anesthetic, diagnosis, findings or operation, secondary 
conditions, or others at one’s choice. If kept in a regis- 
ter they will be kept serially, more widely used in 
smaller hospitals, or on cards and filed either accord- 
ing to disease, doctor, or alphabetically. If several 
operations are performed at one time, they should all 
be entered. 

5. Causes of death— These may also be kept on 
cards or sheets with headings: case number, age, doc- 
tor, diagnosis, service, operation, secondary conditions, 
hospital days or others as desired and filed according 
to disease or alphabetically. These are all that the 
American College of Surgeons require, but depending 
on what method of filing is used, there is another which 
is occasionally useful. If the charts are filed according 
to serial number or disease, one may have an index 
according to doctors, with the usual headings. 

I think these are the indexes most generally in use. 
All are not necessary in all hospitals, the larger insti- 
tutions need more and the smaller ones less. But, at 
least, several are indispensable no matter how small 
the hospital. 
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il REGIONAL CONFERENCE ACTIVITIES 





Cuma Cosine. C. H. ry 


His Excellency, 
LL.D. 
The Reverend S. Lesage, Chaplain, Hotel 


The Third Annual Convention of the Ontario Con- 
ference of the Catholic Hospital Association of the 
United States and Canada was held August 29-31, 
1934, at Hotel Dieu Hospital, Kingston, Ontario, un- 
der the patronage of His Excellency, The Most Rev. 

J. O’Brien, Coadjutor Archbishop of Kingston. 

The program of this very enthusiastic and success- 
ful convention was as follows: 

Wednesday Morning, August 29 


9 a.m.: Pontifical Mass. St. Mary’s Cathedral. 


Celebrant : The Most Rev. 
O’Brien, D.D.., 
Sermon: 


Dieu Hospital. 


M. J. 


Pius X Choir. Under the direction of Sister 
M. Genevieve. 

10:30 a.m.: 
hibits. 


12:30 p.m.: 


Music: 
Executive Board Meeting. Visit to ex- 


Luncheon. 
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Wednesday Afternoon, August 29 

1:30-2:30 p.m.: Visit to exhibits. 

2:30 p.m.: General Meeting. Lecture Hall. 

Presiding Officer: C. E. O’Connor, M.D., K.S.G., 
F.A.CSS. 

Greetings from the Hierarchy: His Excellency, The 
Most Rev. M. J. O’Brien, D.D., LL.D. 

Greetings from the Medical Staff: C. E. O’Connor, 
M.D.,°K.S.G., F.A.C.S. 

President’s Address: 
S.G.C. 

Address: The Reverend A. M. Schwitalla, S.J. 

Report of the Executive Committee: Sister M. 
Norine, S.S.J. 

Appointment of Resolutions Committee. 

4:30 p.m.: Drive to Providence Novitiate. 


Wednesday Evening, August 29 

7:00 p.m.: Benediction of the Most Blessed Sacra- 
ment. 

7:30 p.m.: Business Meeting. Lecture Hall. 

Presiding Officer: Sister Madeleine of Jesus, $.G.C. 

Report of Arrangements Committee. 

Report of Program Committee. 

Report of Constitution Committee. 

New Business. 

8:30 p.m.: Charity: Business or Christian Virtue. 
The Rev. Joseph Fallon, S.J. 


Thursday Morning, August 30 
8:00 a.m.: Dialogue Mass. The Rev. S. Lesage, 
Chaplain, Hotel Dieu Hospital. Hotel Dieu Chapel. 
9:30 a.m.: General Meeting. Lecture Hall. 
Subject: “Hospital Administration.” 
Presiding Officer: The Rev. Alphonse M. Schwitalla, 
S.J. 

Topics for Discussion : 

Training of Hospital Executives. 

Education of Executives. 

The Religious Superior. 

Code of Ethics. 

Ethical Relations with the Medical Staff. 

Ethical Relations with Regard to Organized 
Medicine. 

Ethical Relations with the Public. 
11:30—-12:30 p.m.: Visit to Exhibits. 
12:30 p.m.: Luncheon. 
1:30-2:00 p.m.: Visit to exhibits. 

Thursday Afternoon, August 30 

2:00-4:00 p.m.: Topics for Discussion: 


Sister Madeleine of Jesus, 
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Organization, Administration, and Management 
with Reference to Superintendent. 

Administration of the Nursing Services. 

General Policies Respecting the Hospital’s Public 
Relations. 
4:00 p.m.: Boat Trip to “Thousand Islands.” 
7:00 p.m.: Benediction of the Most Blessed Sacra- 

ment. 


Friday, August 31 

8:00 a.m.: Mass in memory of the Most Rev. N. 
McNeil, D.D. 

Sermon: The Rev. W. P. Smith, Chaplain, St. 
Michael’s Hospital, Toronto. Hotel Dieu Chapel. 

9:30-11:30 a.m.: General Meeting, Lecture Hall. 

Subject: Nursing Education. 

Presiding Officer: Sister Helen Jarrell, R.H., Chi- 
cago. 

Topics for Discussion: 

Administration of School. 
Faculty of School of Nursing. 
Curriculum Administration. 
Extracurricular Activities. 

11 :30-12:30 p.m.: Visits to exhibits. 

12:30 p.m.: Lunclreon. 

1:30-2:30 p.m.: Visit to exhibits. 

2:30-4:30 p.m.: Topics for Discussion: 

The Small School of Nursing. 
Nursing of the Nervous and Mental Cases in a 

General Hospital. 

4:30 p.m.: Report of the Nomination Committee. 

Installation of Officers. 

Resolutions. 

7:00 p.m.: Benediction of the Most Blessed Sacra- 
ment. 

Te Deum. 

The officers of the Ontario Conference are: His Ex- 
cellency, The Most Reverend Guillaume Forbes, D.D., 
Archbishop of Ottawa, Honorary Vice-President ; The 
Reverend W. P. Smith, Spiritual Director and Dele- 
gate to the Canadian Hospital Council, Toronto; 
Sister Madeleine of Jesus, S.G.C., President, Ottawa ; 
Sister M. Felicitas, First Vice-President, North Bay; 
Sister St. George, Second Vice-President, Cornwall ; 
Mother Eulalia, Third Vice-President, Kingston; 
Sister M. Norine, S.S.J., Secretary-Treasurer, St. 
Michael’s Hospital, Toronto; Mother Margaret, 
Toronto; Mother St. Josaphat, Ottawa; Sister Marie 
de la Ferre, Windsor ; Sister M. Vincentia, Toronto. 


Tenth Annual Meeting of the Maritime Conference 


THE tenth annual convention of the Maritime Con- 
ference of the Catholic Hospital Association took place 
on September 4 and 5 at Halifax, N. S. The sessions 
were held in the assembly hall of the Technical College 
on Spring Garden Road, while the conveners were en- 


tertained at the Halifax Infirmary. The convention 
was opened by prayer followed by addresses of wel- 
come by Right Reverend Monsignor McManus and 
His Worship, Mayor Cragg of Halifax. Greetings on 
behalf of the Government of Nova Scotia were ex- 
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pressed very cordially by Dr. F. W. Davis, Minister 
of Health. Messages and greetings were read from 
their Excellencies, Most Reverend A. Cassula, Apos- 
tolic Delegate for Canada and Newfoundland, Most 
Reverend Cardinal Villeneuve, Archbishop of Quebec ; 
Right Reverend James Morrison, Bishop of Anti- 
gonish; Right Reverend P. A. Chaisson, Bishop of 
Chatham ; Right Reverend J. A. O’Sullivan, Bishop of 
Charlottetown; Reverend A. M. Schwitalla, President 
of the Catholic Hospital Association of the United 
States and Canada, and Hon. Angus L. McDonald, 
Premier of Nova Scotia. 

The first day a practical address on “Hospital 
Economics” was delivered by Mr. R. H. Gale, assist- 
ant superintendent of the St. John Public Hospital, 
St. John, N. B., which was followed by lively and in- 
teresting discussion opened by Dr. H. L. Scamell, 
assistant medical superintendent of the Victoria Gen- 
eral Hospital, Halifax. Next followed a very interest- 
ing round-table discussion on the same subjects, ably 
conducted by Dr. G. H. Agnew, secretary of the 
Canadian Hospital Council, Toronto, Ont. 

The greater part of the afternoon was given to the 
subject of “Group Health Insurance” and “Group 
Hospitalization” by Dr. G. H. Agnew. This proved an 
excellent contribution to the convention and was dis- 
cussed very lucidly by Dr. Geo. M. Murphy of Halifax, 
and also by a number of delegates present. 
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The second day was devoted to Nurse Education, 
the high lights of the day being excellent addresses 
from Very Reverend Canon Chamberland, director of 
social action, Quebec, P. Q., and Reverend Dr. John 
E. Burns, St. Mary’s Cathedral, Halifax. These ad- 
dresses were replete with practical suggestions. 

A thought-provoking paper on School Inspection by 
Sister Kenny, Hotel Dieu Hospital, Chatham, N. B., 
a report on the activities of the Nurse Education Com- 
mittee of the Association by Sister Kerr, Hotel Dieu 
Hospital, Campbellton, and a report of the activities 
of the Canadian Nurse Education Council by Mother 
Audet, added interest and zest to the proceedings. 

Reports from the various committees and business of 
the organization closed a very successful meeting. 
Sister Mary Peter, Directress of St. Martha’s School 
of Nursing, presided. The new officers are: 

President — Sister Kerr, Campbellton, N. B. 

Ist Vice Pres. — Sister Veronica, St. John, N. B. 

2nd Vice Pres. — Sister Camillus,-Charlottetown, N. B. 

3rd Vice Pres. — Sister John Baptist, Antigonish, N. S. 

Secretary-Treas. — Sister Kenny, Chatham, N. B 

Executive: 

Mother M. Ignatius, Antigonish, N. S. 

Mother Angela de Brescia, Moncton, N. B. 

Mother M. Sacred Heart, Chatham, N. B. 

Sister Anna Seton, Halifax, N. S. 

A visit to Mount St. Vincent, the mother house of 
the Sisters of Charity and to the new Halifax In- 
firmary, proved a most interesting and enjoyable fea- 
ture of the convention. 


The Chairman’s Address at the Maritime Conference 


ON behalf of this Association I wish to express our 
sincere appreciation of the distinct honor conferred 
upon us by the presence of so many distinguished men 
at this gathering. We are surely grateful for the happy 
privilege of having you all present and we bid you a 
cordial and a hearty welcome. We are also happy to 
meet again the active members of our Association. We 
regret that since our last meeting some have been 
called to other fields of labor outside of the Maritimes. 
It is a pleasure, however, to welcome back Mother 
Angela de Brescia, and we are pleased to have her with 
us today. 

It is now two years since our Association met and 
enjoyed the unexcelled hospitality of the good people 
of St. John, New Brunswick. As we review the work 
of these two years during a period when the world is 
passing through an economic crisis that has no parallel 
in history, we would scarcely expect to find indica- 
tions of particular progress or development in any field 
of human endeavor throughout the Maritime Provinces. 
Yet it is gratifying to find that there is actual progress 
and development where one would least expect it, and 
that is in the hospital field. Our Association is proud 
to note that the new and splendid edifice known as the 
Halifax Infirmary with its modern furnishings and up- 
to-date equipment has arisen amidst clouds of depres- 


Sister Mary Peter, R.N. 


sion since our last convention. Saint Joseph’s Hospital, 
Glace Bay, has built and furnished a staff residence 
of no mean appearance. Thanks to the generosity of 
the Government of Nova Scotia a fifty-bed sanatorium 
for tuberculosis cases has been added to the group of 
buildings known as Saint Martha’s Hospital, Antigon- 
ish, and an annex for the same purpose has been added 
to Saint Mary’s Hospital, Inverness. In addition to 
this, there may be found in all our hospitals some 
pieces of new equipment and furnishings. Payments of 
principal and interest on building loans have been met 
satisfactorily, and all the hospitals of the Maritime 
section of the Catholic Hospital Association are on a 
good financial basis. THis is not being accomplished 
without struggles and sacrifices, but since it is all to- 
ward a glorious cause —toward the alleviation of 
human suffering —we are prepared to endure even 
more in order to keep pace with the march of progress. 
So much for material prosperity. 

Along intellectual lines, we have also made a few 
progressive steps. The short courses given generously 
and freely by the University of Saint Francis Xavier 
has proved a gold mine to our hospital workers in the 
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Maritime Provinces. Again, Sisters have gone abroad 
to pursue higher studies in order to be better quali- 
fied for the demands of the time. The Convener of the 
Committee on Nurse Education will give a detailed 
account of such activities —and here I merely make 
a passing mention — and a word of appreciation goes 
out to our Executives for their efforts to secure for us 
every possible opportunity along educational lines. 

There is another phase of endeavor, the most im- 
portant of all—for which I cannot account. I refer 
to our spiritual growth and development, without 
which all else counts for naught. We have the assur- 
ance of our Divine Master that “As you did unto the 
least of these, you did it unto Me,” and we trust that 
our work for God’s suffering members is pleasing in 
His sight. 

The material and intellectual progress which is in 
evidence has been achieved with one purpose in view, 
namely the alleviation of human suffering and the 
betterment of humanity. Our efforts would be in vain, 
were fine buildings erected and equipped, were Sisters 
more highly educated and better qualified for their 
duties as nurses, teachers, and administrators, if, at 
the same time the patient did not receive a correspond- 
ing measure of intelligent care and excellent service. 
In this way we are encouraged to go on, continually 
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reaching for higher and better things. This is the pur- 
pose of our meeting here today. We have come to pool 
our knowledge, to interchange ideas, to benefit from 
each other’s experience and to enjoy a rare intellectual 
treat, that we may return to our respective duties with 
enrichment of mind, stability of purpose, and, on the 
whole, to be better prepared for efficient service. 

A glance at our program will show that we have 
speakers here today who are thoroughly conversant 
with modern trends along hospital lines and who are 
eminently qualified to speak on the subjects we are 
about to discuss. We are very fortunate indeed in be- 
ing able to secure the free service of these noted men 
and we are very grateful for their ready acceptance 
of the parts assigned to them. 

In conclusion may I thank Dr. G. H. Agnew of the 
Department of Hospital Service for his valuable assist- 
ance so graciously given at all times, and whose inter- 
est in our association never wanes. I also wish to speak 
a word of thanks to the Executives for their energetic 
work during the past two years, holding meetings and 
giving freely of their time and services; to the active 
committees whose effective work means so much to 
the life and well-being of our organization; and finally 
to all the members whose co-operation has been the 
mainspring of our activities. I thank you, one and all. 


Midwestern Conference Meets 


September 29 and 30, 1934 
St. Mary's College, 
Leavenworth, Kansas 
PROGRAM 
Saturday, September 29 

8:30. High Mass. 

Sermon: The Right Reverend Monsignor P. Mc- 
Inerney, LL.D., Pastor, Church of the Assumption, 
Topeka, Kansas. 

Celebrant: The Reverend Alphonse M. Schwitalla, 
S.J., Spiritual Director. 

10:00. Opening Session. 

Presiding Officer: Sister M. Alphonsus, S.S.J., Presi- 
dent, Midwestern Conference. 

Address of Welcome: Mother M. Josepha, Mother 
General of the Sisters of Charity of Leavenworth. 

String Ensemble: Students, S.M.C. 

President’s Address: Sister M. Alphonsus, S.J. 

Review of the Nineteenth Annual Convention of the 
Catholic Hospital Association: The Reverend Alphonse 
M. Schwitalla, S.J. 

Business Meeting — Reports of Officers, Appoint- 
ment of Nominating Committee, Appointment of Com- 
mittee on Resolutions. 

12:00. Luncheon. 

1:30. ROUND TABLE: Hospital Administration 
and the Education of Hospital Executives. 

4:00. Sight-seeing Drive — Leavenworth and its 
Environs. 


6:00. Dinner. 
7:15. Benediction of the Most Blessed Sacrament. 
7:30. Entertainment: To be announced. 


Sunday, September 30 

7:00. Holy Mass. 

9:30. ROUND TABLE: Hospital Administration 
and the Organization of the Hospital Service. 

12:00. Luncheon. 

2:00. ROUND TABLE: Nursing Education; The 
Curriculum in Schools of Nursing. 

4:30. Closing business meeting — Election of Offi- 
cers; Selection of place and date for next meeting. 

5:00. Benediction of the Most Blessed Sacrament. 

6:00. Dinner. 

Adjournment. 


INTERNATIONAL HOSPITAL CONGRESS 


The Fourth International Hospital Congress will be held 
May 5 to 12, 1935, at Rome, Italy. The preliminary outline of 
the program has been drawn up, the names of the speakers to 
be announced later. 

Sundiy, May 5 

At the opening session, Sunday morning, addresses will 
be made as follows: 

1. Representative of the Italian Government. 

2. Representative of the National Hospital Association. 

3. Representative of the International Council of Nurses. 

4. Representative of the other Members of the Congress. 

5. The President of the International Hospital Association. 

On Sunday afternoon, there will be a Meeting of the 
Executive Committee. 
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Monday, May 6 
9 a.m.: Meetings of the Study Committees. 
3 p.m.: Meetings of the Study Committees and Subcom- 
mittees. 
The detailed program will be published in the first number 
of Nosokomeion, 1935. 
Tuesday, May 7 
9 a.m.: First General Session. 
Subject: “The Hospital as a Link of a Systematic Public 
Health Service.” 
1. From the Point of View of General Hygiene. 
Speaker: Representative of Italy. 
2. From the Point of View of Public Health and Social 
Economics. 
Speaker: Representative of Great Britain. 
3. The Problem of Eugenics. 
Speaker: Representative of Germany. 
4. The Problem of Administration. 
Speaker: Representative of France. 


Wednesday, May 8 

9 a.m.: Second General Session. 

Subject: “Equipment and Technical Appliances of the 
Hospital.” 

1. “Necessary Equipment and Appliances for the Care of 
the Sick in Hospitals.” 

Speaker: Representative of the U.S.A. 

2. The Economic Principle of Equipment. 

Speaker: Representative of Poland. 

3. The Possibilities and Limitations of Electricity in the 
Hospital. 

Speaker: Representative of Switzerland. 

4. A Unified System of Accounting in the Hospital. 

Speaker: Representative of Denmark. 
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Thursday, May 9 
9 am.: Third General Session. 
Subject: “Activity and Protection of the Hospital in Case 
of National Calamity.” 
1. Assistance in case of national calamity by distantly 
situated hospitals. 
Speaker: Representative of China. 
2. Role of the Temporary Hospital in Case of National 
Calamity. 
Speaker: Representative of Canada. 
3. Protection of Hospitals in Case of War. 
Speaker: Representative of Italy. 
4. Technical Possibilities of Safeguarding Hospitals Against 
Aerial Attacks. 
Speaker: Representative of Japan. 
Friday, May 10 
9 a.m.: Meeting of Study Committees. 
3 p.m.: Meetings of Study Sub-committees. 
The detailed program will be published in the first number 
of Nosokomeion, 1935. 
Saturday, May l11 
9 am.: Fourth General Session. 
Subject: “The Importance of the Various Groups of Hos- 
pital Staff in Relation to the Communty.” 
1. The Medical Department of the Hospital. 
Speaker: Representative of Russia. 
2. The Nursing Department. 
Speaker: Representative of Czechoslovakia. 
3. The Administrative Department. 
Speaker: Representative of Australia. 
4. The Social Service Department. 
Speaker: Representative of Italy. 
3 p.m.: Meeting of the Administrative Council. The agenda 
will be published in the first number of Nosokomeion, 1935. 


Hotel Dieu Hospital, Polson, Montana 
Mother Saint Joseph, Foundress, Celebrates 77th Birthday 


THE host of friends of Mother Saint Joseph, not only 
in Polson but in the entire Flathead Valley, will learn with 
deep regret that she has resigned from her position as superior 
and superintendent of the Hotel Dieu Hospital in this city; 
the hospital she founded here almost twenty years ago, and 
with which she has been identified all these years. On Satur- 
day, September 8, Mother St. Joseph celebrated the 77th 
anniversary of her birth, marking 62 years in her chosen 
work. Advancing years and failing health made it necessary 
that she lay down the burden of administrative duties and 
be allowed to enjoy a much-needed rest. 

Mother Gertrude Leahy, who has been connected with the 
hospital since its inception, was this week chosen to succeed 
Mother Saint Joseph and has already entered upon her duties 
as superior and superintendent. In September, 1916, Mother 
Saint Joseph with Sister Mary of the Sacred Heart and Sister 
Gertrude Leahy came to Polson to establish a much-needed 
hospital for this community. The first hospital was housed 
in what is now the East Side Hotel. It was a beginning so 
modest’ as to give little promise of an abiding success. That 
the Sisters were competent administrators was shown during 
the trying period of the war. Their ability, courage, and de- 
votion during the epidemic of the flu in 1918-19 endeared 
them to everybody in the valley. During this period the hos- 
pital was given over to the exclusive care of flu patients; and 
to the credit of the medical and nursing profession be it 
recorded only five patients failed to recover from the terrible 
malady. Polson will never fail to be grateful for this service. 

In September, 1922, the Sisters purchased the A. M. 


Davidson Home in Pend d’Oreille Heights and transformed it 
into what for this community seemed a very ambitious 
hospital. Here several young ladies came to join the Sister- 
hood in its noble humanitarian work and are now actively 
engaged in the nursing profession at the hospital. The in- 
creasing number of patients as well as the growth of the 
sisterhood made a new hospital building imperative. We now 
point with pride to this building as “Our Hospital.” It is ours 
only in the sense that it stands there to protect us and our 
families from the thrust of accident and the ravage of disease. 
In all truth it is a gift from Mother Saint Joseph and Mother 
Leahy to this community. It is a monument to their indomi- 
table courage. 

To Mother Saint Joseph we extend the thanks of this 
community for the wonderful institution she has given to 
us and the still more wonderful work that institution has 
accomplished. We are delighted to learn that she will remain 
with her hospital as assistant superior, mistress of novices, 
and treasurer and that we will not be deprived of her kindly 
personality. And we sincerely hope that Time will deal very 
kindly with this devoted Nun, filling the sunset years with 
ineffable peace, a fitting crown to a life well spent in the 
service to God and man. 

To Mother Leahy, our congratulations for the honor that 
has been conferred upon her. Her cheerful smiles have 
brightened the lonely hours of many a patient and lifted the 
drooping hopes of their worried friends. It will be a duty 
and a pleasure for this community to help her in building 
up Hotel Dieu Hospital.— A Citizen of Polson, Montana. 








442 


NEW OFFICERS FOR INDIANA 
CONFERENCE 


Sister M. Florina 


A MEETING of the officers and the board of direc- 
tors of the Indiana Conference of the Catholic Hos- 
pital Association was held at St. Joseph’s Hospital, 
Fort Wayne, on the afternoon of October 2 at two 
o'clock, ‘with Rev. J. M. Nickels, director, officiating. 

The purpose of this meeting was to fill the vacancies 
which have occurred in the executive offices within the 
past year. 

Sister M. Rose of St. Vincent’s Hospital, Indian- 
apolis, was appointed to serve as president of the Asso- 
ciation to take the place of Sister M. Reginald, who 
has taken up new duties as superintendent of nurses 
at St. Mary’s Hospital, Bay City, Michigan. Until 
recently Sister Reginald was at -Mt. Mercy Sanitarium, 
Hammond. : 

The vice-president’s chair will be filled by Sister M. 
Birchman, who succeeds Sister M. Odilo, formerly of 
St. Catherine’s Hospital at East Chicago, and who now 
is at St. Mary’s Hospital, Superior, Wisconsin. Sister 
Birchman is at the Good Samaritan Hospital, Kokomo. 

The incoming officers and the Board express their 
appreciation for the excellent services given by the 
two Sisters who have had to give up their work as 
officers to take up new work elsewhere. Sister Reginald 
has served faithfully as president of the Indiana Con- 
ference for two years, while Sister Odilo had served 
for several preceding years as president and as vice- 
president during Sister Reginald’s holding of office. 

Sister Mary James, of St. John’s Hospital at Ander- 
son, will fill the vacancy left on the executive board 
by Sister Rose, and Sister M. Vitalis, of St. Joseph’s 
Hospital at Mishawaka, will take Sister Birchman’s 
place. 

Those who are now acting officers of the I.C.C.H.A. 
are: Rev. J. M. Nickels, SS. Peter’s and Paul’s Rec- 
tory, Turkey Creek, Crown Point P. O., state director ; 
Sister M. Rose, St. Vincent’s Hospital, Indianapolis, 
president ; Sister M. Birchman, Good Samaritan Hos- 
pital, Kokomo, vice-president; Sister M. Florina, St. 
Anthony’s Hospital, Terre Haute, secretary-treasurer. 
Those serving on the Executive Board are: Sister M. 
Polycarp, St. Joseph’s Hospital, Fort Wayne; Sister 
Mary James, St. John’s Hospital, Anderson; Sister M. 
Vitalis, St. Joseph’s Hospital, Mishawaka. 

New Nurses’ Library 

Students at Mercy Hospital College of Nursing, San 
Diego, Calif., will soon benefit by their new library which 
is almost completed in the nurses’ residence. A spacious 
room on the first floor has been furnished with the latest 
library equipment and decorated attractively. More than 
1,000 books, both for study and recreation, are on the shelves 
and will be distributed according to the public-library system. 

Interest is likewise manifested in the tennis court, the 
foundation for which has been laid adjoining the nurses’ 


residence. The students are working hard to finance this 
project and the results so far are very encouraging. 
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The Role of the General Hospital and its Staff in the Care of 
the Cancer Patient with Special Reference to the Formation 
of Tumor Clinics 
James F. Kelly, M.D., Professor of Radiology, School of 

Medicine, Creighton University, Omaha, Nebr. 

Bedside Nursing 
Miss Noella Mercier, R.N., St. Francis Hospital, Hartford, 

Conn. 

Desirability of Staff Contact with the Teaching Program 
Sister Francis Regis, R.N., St. Francis Hospital, Hartford, 

Conn. 

The Standard Nomenclature and the Hospital Medical-Record 
System 
Sister M. Dominica, R.N., Record Librarian, St. Vincent’s 

Charity Hospital, Cleveland, Ohio. 

The Future of Nursing Education 
Miss D. C. Saunby, R.N., B.S. 

Methods for the Promotion of Medical Social Service in Cath- 
olic Hospitals 
Sister M. Inez, O.S.B., M.A., St. Mary’s Academy, Altoona, 

Wis. 

Medical-Legal Principles 
Z. E. Bolin, M.D., Assistant Professor of Pathology, 

University of California Medical School, Los Angeles, Calif. 

The Form and Content of the Annual Report of the Medical- 
Record Library 
Sister Celeste Marie, R.N., Record Librarian, St. Joseph’s 

Hospital, Lexington, Ky. 

Teaching Methods in the School of Nursing 
Sister Margaret Teresa, S.C.N., R.N., B.S., Assistant Super- 

intendent of Nurses, Nazareth School of Nursing, St. Joseph’s 

Infirmary, Louisville, Ky. 

Affiliation with Hospitals for Nursing Experience 
Sister Dolores Carlos, R.N., B.S., Director, Mary’s Help 

School of Nursing, San Francisco, Calif. 

Adaptation of the Cross-Index to Hospitals of Diverse Types 
and Sizes 
Sister Marie Shannon, R.H., R.N., Record Librarian, Hotel 

Dieu Hospital, Campbellton, New Brunswick, Canada. 

The Chairman’s Address at the Maritime Conference 
Sister Mary Peter, Directress of Nurses, St. Martha’s 

Hospital, Antigonish, N. S., Canada. 

New Officers for Indiana Conference 
Sister M. Florina, Secretary, Indiana Conference, C.H.A., 

St. Anthony’s Hospital, Terre Haute, Ind. 


Miss Sanborn Retires 


On September 1, 1934, Miss Katherine Sanborn, R.N., 
retired as principal of the school of nursing of St. Vincent’s 
Hospital, New York City, a position she held for 42 years. 

Fortified with personality and an excellent education, a 
graduate of the school of nursing of the New York Hospital, 
Miss Sanborn so interested herself in the development of the 
training of the nurse that her ability and worth were soon 
recognized, not only by the students, but by the medical 
profession and the state department of education. She has 
been indeed a leader in her profession. 

With the retirement of Miss Katherine Sanborn, R.N., 
from active duty as principal of the school of nursing of 
St. Vincent’s Hospital, New York City, Sister Mary Ursula, 
R.N., B.S., has been appointed. Sister Edward Mary, R.N., 
B.S., who has been supervisor of the out-patient department 
for the past three years has been appointed educational 
director. Both Sisters are graduates of St. Vincent’s School 
and of Teachers College, Columbia University. 
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—_ and advertisements for many heavy muslin sheets 


make pretentious claims about using “longer staple cotton”. But tests 


prove that these very sheets are not as strong as Pequots! Obviously, 


fibre length, though important, is only part of the story! .. . 


HE SAMPLES of raw cotton illus- 
j pate above are from three dif- 
ferent lots submitted to our labora- 
tory as being the same grade and the 
same staple length. Yet they are 
actually different in strength. For 
strength depends not only on length, 


but also on maturity. Mature (fully- 


25% MATURE 


developed) fibres contain a “secon- 
dary wall”—an inner, stronger layer 
of cellulose. Such fibres are definitely 
stronger. This has been demonstrated 
by tests on yarns made from different 
lots of cotton having the same staple 
length but differing in maturity. 


Fibre length is easy to measure, 


50% MATURE 


SAMPLES OF COTTON 





but how can the maturity of cotton 
be determined, before it is used? 
Pequot has shown that it can be 
done with one of science’s newest and 
most revealing instruments — the 
Polarized Light Microscope. By this 
means Pequot analyzes the structure 
of the cotton fibre itself! 

So far as we know, no mill other 
than Pequot is using Polarized Light 
in checking its cotton. This extra 
precision in the selection of cotton is 
but one of many painstaking inspec- 
tions that maintain Pequot’s longer 
wearing quality. If you want extra 
wear, specify Pequot! 


Pequot Mills, Salem, Massachusetts. 


MATURE 





(Color photomicrographs made by Prof. Edward R. Schwarz, Massachusetts Institute of Technology) 


© These are the same samples as shown at the top of 
the page—but the Polarizing Microscope dramatically 
reveals that there are real differences between them. 


fibres. The one on the right has very few of the blue 
and a high proportion of the straw-colored fibres. These 


latter fibres have a highly developed “secondary wall”— 





The sample on the left has a high propor- an inner, stronger layer of cellulose, the 


tion of blue fibres. These indicate imma- 
ture and weak cotton. The middle sample 
shows fewer blue and more straw-colored 


PEQUOT 


presence of which is revealed by the straw 
color under polarized light. These mature 
fibres make better, stronger sheets. 


SHEETS 

















* A GOLDEN JUBILEE CELEBRATION 


Un October 2, St. Joseph’s Hospital, Ashland, Wis., 
celebrated the 50th anniversary of the founding of the 
institution. The day was observed with a solemn pont:fical 
high Mass, celebrated in the chapel by His Excellency, the 
Most Rev. Theodore Reverman, bishop of Superior, Wis. 
The chapel had recently been redecorated, and has a distinc- 
tive feature in its new tower, which carries the sound of the 
services to each of the four floors above. The sermon was 
delivered by Very Rev. C. J. Weber, V.G. Music for the 
Mass, which was composed by Sister M. Florentine, a 
member of the order which conducts the hospital, was sung 
by the Sisters’ choir. During the day, open house was held 
at the hospital. 

In 1884, the Franciscan Fathers, located at Ashland, 
recognized the need of establishing a hospital in this 
territory, and appealed to the Poor Handmaids of Jesus 
Christ for Sisters to undertake the project. Mother Pruden- 
tia, provincial superior, came from Fort Wayne, Ind., to 
Ashland, and purchased a lot and frame building for $1,000. 
The building was to be used for the Sisters’ residence, and 
plans were made for a new building for the care of patients. 
The cost of the new building amounted to $1,949. Sister M. 
Flavie, superior of the new institution, and four other Sisters 
arrived in the fall of 1884. The new structure was com- 
pleted November 12, 1884, and dedicated to St. Joseph. On 
January 20, 1885, the first Holy Mass was celebrated in the 
chapel by Rev. Chrysostom Vervyst, O.F.M. 

The second year of the institution’s operation found the 
first building too small. Two additional Sisters arrived in 
April and a new building was completed in July, 1885. 
Another addition was completed in March, 1888. Work was 
started on a new hospital June 4, 1902, and in 1905 the east 
wing was completed. In 1909, work was undertaken on the 
west wing, and with the completion of the building in 1912, 
the institution stood as it is today. The total cost of the 
new structure amounted to approximately $330,000. 

The building is of fireproof construction and modern in 
every respect, as improvements have been made from time 
to time. In the basement are located the bakery, main 
kitchen, special diet kitchen, nurses’ locker room, dining 
rooms, storerooms, demonstration and classrooms, chemistry 
and dietetic laboratories. 

The first floor is devoted to the offices, pathological 
laboratory, emergency room, doctors’ staff room, reception, 
record, private and semiprivate rooms, and wards for 
medical and surgical cases. On the second floor are the 
private rooms, and wards, devoted to the care of surgical 
and medical cases. The third floor accommodates women’s 
surgical and obstetrical cases. Here are also located a number 
of private rooms, a nursery, obstetrical delivery room, 
metabolism, and special therapeutic rooms. At the end of 
the west wing is the operating unit, consisting of two major 
operating rooms, and one minor, supply and _ sterilizing 
rooms. The X-ray department is also located in close 
proximity to this unit. The fourth floor is divided into two 
departments. One half accommodates the pediatric depart- 
ment, with a well-equipped dressing room, and the other 
half is devoted to the men’s medical department. 


Each floor is provided with utility, bath, serving, dressing, 
and chart rooms. The chapel is located in a separate wing, 
with its entrance off the first floor. 

During the fifty years of its existence, the hospital has 
cared for an average of 1,300 patients each year. For the 
past ten years, the average number has been over 2,000. 
Fifteen per cent of the cases are charity, and 23 pér cent 
are part pay. 

Previous to 1912, all the nursing was done by the Sisters, 
but in 1912, when the hospital was graded as a Class A 
institution, a school for nurses was established, with Sister 
M. Landoline, R.N., as superintendent. The first class 
numbered seven students. 


Courses in Nursing Education 

The Catholic University of America, Washington, D. C., 
had during the summer of 1934 an enrollment of 100 
students. The University offers a four-year college course in 
this subject with classes during the regular school year as 
well as in the summer session. The courses lead to the 
degrees of bachelor of science in nursing education and 
master of arts. The nursing education is under the ad- 
ministration of the graduate school. 

In the third year of the course, students may choose one 
of the following majors: Head Nurse and Ward Instruction; 
Supervision in Schools of Nursing; Administration in 
Schools of Nursing; Science Instructor; Teacher of Principles 
and Practice of Nursing. 


Floor Supervisor Transferred 


Sister M. Antonia, for eleven years floor supervisor at St. 
Francis Hospital, Santa Barbara, Calif., has been transferred 
to St. Joseph’s Hospital, San Francisco. Sister M. Emanuela, 
from the San Francisco hospital, has taken over Sister 
Antonia’s duties at St. Francis Hospital. 

(Continued on Page 18A) 
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POPULAR NUMBERS SLASHED BY 
—“Wear-Ever” 

To acquaint you with the superiority 

of Aluminum Utensils (orf coon unm vtc. 1) 


Every chef, every manager of a kitchen who Ware can now make a big start with these 
has delayed equipping his kitchen with heavy, seven popular numbers. This is an opportunity 
long-lived, economical “Wear-Ever” Hotel you cannot afford to miss. 


You thousands of Regular Users can get in on this too 


Now is the time to round out your equipment. you real money. And there is no limitation on 
These popular numbers include sauce pans, the number of each that you can purchase 
stock pots and other useful items. Every > these special prices. But December 
one is of standard “Wear-Ever” quality. AMER First is the deadline! 

Each is an every-day necessity. Every |AUMINUM) = THE ALUMINUM COOKING UTENSIL COMPANY, 


RSI Desk J-440, 11th St., New Kensington, Pa. 


REGU .S.PAT 





one carries a special price that saves 


: 











ASK YOUR REGULAR SUPPLY HOUSE FOR DETAILS 
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HUNTINGTON LABORATORIES INFANT BATHING ROUTINE 


Oil * BABY-SAN « 


SAN _* HUNTINGTON BABY OIL ¢ BABY-SAN * HUNTINGTON LABORATORIES INFANT BATHING ROUTINE * BABY-SAN « HUNTINGTON BABY 


° BABY- 


> Wh 
* baby 


comtort 


meant 


HE 17th century new-born baby 

was bathed and its skin completely 
salted. The head was tightly bound and 
the body wrapped in swaddling band- 
ages that prevented the slightest move- 
ment. About half the babies so treated 
died in the first year of life. 
Today we know that the proper care of 
the baby’s skin is as important as food. 
The use of Baby-San for bathing, plus 
the application of Huntington Baby Oil 
for protection against derma disorders, 
accomplishes most thorough bathing 
results and renders the baby’s skin im- 
mune to bacteria attack. 
This new routine using Baby-San and 
Huntington Baby Oil offers the most 
advanced technique for infant bathing 
and infant skin care ever developed. 


BABY-SAN 


AMERICA’S FAVORITE BABY SOAP 


HUNTINGTON 


BABY OIL 


Write today for details on Baby-San and 
Baby Oil and a copy of the Huntington 
Laboratories Infant Bathing Routine. 


The HUNTINGTON <8 LABORATORIES In 
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(Continued from Page 16A) 
Nurses’ Educational Activities 
On August 22, the new class of students, including 27 lay 
members and 2 Sisters, entered St. Joseph’s Hospital School 
of Nursing, Fort Wayne, Ind. A three-day retreat for lay 
nurses was conducted by Rev. Michael A. Chapman, Sep- 


| tember 5-8. 


A course in Ward Administration and Teaching is 
conducted at the hospital, through the Indiana University 
Extension. During the summer, several Sisters and nurses of 
the hospital attended various summer schools. Twenty-one 
students of the hospital have taken postgraduate courses in 
various fields. Three graduates of the class of 1934 are 
studying tuberculosis nursing in South Dakota. 

In July, 1933, a pediatrics department was opened at the 
hospital. During the past year 847 patients were admitted 
for treatment. 

A Progressive Institution 

St. Francis Hospital, Santa Barbara, Calif., has remodeled 
the X-ray department, and, through the generous bequest of 
a friend of the hospital, the most modern of X-ray equipment 
has been installed. A new tilting fluoroscopic and radiographic 
table, and a new X-ray machine, silent in operation, are 
included in the new equipment. Sisters, specially trained in 
this work, perform the technical work of the department, 
while the supervision of X-ray diagnosis and treatment, and 
the interpretation of films are performed by physicians. 

Another new installation is a machine used in the direct 


| application of dry heat at temperatures before unknown. This 
apparatus is a mechanical and electrical device, which serves 


two purposes: (1) To heat water by electricity to a desired 
temperature between 100 and 140 degrees F., and to auto- 
matically maintain such temperature as desired by thermo- 
static control; (2) To pump that water through a length of 
hose to a rubber-bag type of applicator, and withdrawing the 
water at the same time through another hose, distending 
that bag to fit the walls of the orifice under treatment at a 


| constant steady pressure. 


Annual Commencement Exercises 

On September 3, the fifteenth annual commencement 
exercises of St. Joseph’s Hospital School of Nursing, Marsh- 
field, Wis., were held. A solemn high Mass was celebrated 
in the chapel, followed by Benediction and the presentation 
of the school pins by Rev. Joseph Graff, chaplain. At the 
evening exercises Rev. J. Howard Browne, of Kendall, Wis., 
was the principal speaker. 

Nurses’ Activities 

A tennis court for nurses of St. Joseph School of Nursing, 

Milwaukee, Wis., was blessed and dedicated to Our Lady 


| on August 23. At the same time, a plaque of the Blessed 
| Virgin, the gift of Rev. E. Senese, chaplain of the hospital, 


located at the south end of the court, was blessed also. The 
court was financed and sponsored by the student nurses of 
the school. 

Two delegates of the Sodality of Our Lady attended the 
Students’ Spiritual Leadership Convention, held in Chicago 
this summer. Three delegates and the director of the school 


of nursing also attended the summer school of Catholic 


Action in St. Louis. 


Graduates Awarded Diplomas 
Mercy Hospital, Urbana, IIl., held the fourth annual 
graduation exercises on September 10. The diplomas were 
conferred upon the graduates at St. Mary’s Church, 
Champaign, Ill. Rev. Clancy Higgins, of St. Patrick’s 


| Rectory, Seneca, Ill., delivered the commencement address. 


In the evening, the graduates and their teachers, which 
included nine members of the medical staff, were entertained 
at an informal dinner. 

(Continued on Page 20A) 
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The text below tells why Sealex Linoleum Floors were installed throughout Huntington Hospital’s 
wards, private rooms, offices and doctors’ quarters . . . as well as in this X-ray room shown above. 


Poaay, the new Huntington, N. Y., Hospital is regarded 
as a top-notch example of modern hospital design and equip- 
ment. And little wonder—for into the building of this 
splendid institution went the skill and experience of Archi- 
tects Crowe, Lewis & Wick, acknowledged experts in the 
hospital field. When sanitary floors were wanted . . . Sealex 
Linoleum, the flooring with an unbroken record of success- 
ful hospital installations, was selected. 


This flooring can be kept immaculately clean with a mini- 
mum of effort. There are no cracks or seams to harbor dirt 
and germs. Besides, the linoxyn ingredient in Sealex has 
definite germicidal properties of its own. 


But it is not only in sanitary advantages that Sealex proves 
its superiority to other types of floors. This material—while 
quiet and comfortable underfoot—is unusually tough and 
long-wearing. Stain-proof and fade-proof, it never needs to 
be scraped, painted or varnished. 


In modernization work, Sealex can be quickly and eco- 
nomically installed over almost any old floor. When installed 
by authorized contractors, both materials and workmanship 
are backed by a Guaranty Bond. Write us for full information. 
Sealex Wall-Covering. This perma- 
nent, linoleum-type wall-covering, like Sealex 
Linoleum, is exceptionally sanitary and easy- 
to-clean. It, too, comes in a wide variety of 
designs and colors and is ideal for hospital 
modernization. 

CONGOLEUM-NAIRN INC... 


SEALEX 


REG. U. S. PAT. OFF 


Lacue and wille 


wi eo va mae 
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AMERICAN |] 


.. STERILIZERS 
.BEDPAN WASHERS 


@) ...DISINFECTORS 
i BENIN IVC IN aS 





“ AMERICAN“ {I 


KNY-SCHEERER 


SURGICAL OPERATING TABLES 
OBSTETRICAL TABLES 
HAWLEY FRACTURE TABLES 
MARTLAND AUTOPSY TABLES 





All manufactured to the same exacting requirements which have 
made “American” sterilizers outstanding, and the 
choice of competent executives. 


AMERICAN STERILIZER COMPANY | 


HOME OFFICE..... ERIE, PA. 
New York Office: Chicago Office: 
200 Fifth Avenue 1553 W. Madison Street 
Boston Office: 735 Boylston Street 
CANADA . . . Messrs. Ingram & Bell, Ltd., Montreal, 
Toronto, Winnipeg and Calgary 








A New Deal in 
KLEIN’S NURSES CAPES 


New Specials! 


| asta well-dressed nurse knows the fine quality, all- 
wool, true color fabrics and the expert workmanship 
of Klein’s Rain-proofed, Tailored-to-Measure Nurses’ 
Capes. 





This season, they are better than 
ever before; Klein’s specials this 
year represent amazing values. 


COMPARE 


these prices 


. 11—The Dakotan....$ 9.50 


No. 12—The Minnesotan 9.90 
No. 13—The Connecticut 10.75 
No. 14—The Virginian 10.50 
No. 15—The Louisianian 10.00 
No. 16—The Indianian. 10.90 


Finger Tip Lengths 





wt De ove maa” 


Regular lines reasonably priced according to quality 
of materials. Send today for fabric samples, styles and 
price list. 


D. KLEIN & BRO., INC. 


Specialists in Nurses’ Capes 


715 Arch St. » » Philadelphia, Pa. 
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(Continued from Page 18A) 
Camillian Fathers Open Novitiate 

The first American novitiate of the Order of St. Camillus 
is now under construction at Durward Glen, Wis. Candidates 
for the religious life, as Brothers of the Camillian Order, 
will be the first novices, while candidates for the priesthood 
will be received later. The Camillian Fathers conduct two 
hospitals in Milwaukee, Wis. 

Hospital Named in Will 

Through the will of the late Elizabeth Thompson, New 
York City, St. Vincent’s Hospital, Manhattan, will receive 
the residue of the estate, which is valued at raore than $5,000. 

Two Nurses’ Retreats 

During September, two retreats were conducted for nurses 
of St. Francis Hospital, Pittsburgh, Pa., by Rev. Thomas J. 
Love, S.J., of Loyola College, Baltimore, Md. The retreats, 
held at Mt. Alvernia, mother house of the 
nurses, 63 graduates attending the first retreat and 73 
students attending the second. 

Among the group of young women who entered the three- 
year nursing course at the school of nursing, this fall, were 
three young women from Porto Rico. Two of the young 
ladies had been attending the university on the island, where 
the Sisters of St. Francis from Pittsburgh have a mission. 

Sisters Reject Benefit Fund 

The Sisters in charge of St. Joseph’s Hospital, Far 
Rockaway, L. I., N. Y., recently refused funds raised by a 
benefit ball, a feature of which was a_bathing-beauty 
pageant. The ball was sponsored by the Beaux Arts Club of 
New York, and the proceeds were to be turned over to St. 
Joseph’s Hospital and other groups. 

A Nurses’ Graduation 

Eleven student nurses of Mercy Hospital, Janesville, Wis., 

were graduated at exercises held on September 23. The 


| diplomas were presented to the graduates by Miss Barbara 


A. Thompson, director of the Bureau of Nursing Education, 
Madison, Wis. City Manager Henry S. Traxler delivered the 
address to the graduates. The following evening, the Mercy 


Hospital Alumnae Association entertained the graduates. 


Nurses’ Organization Conducts Drive 
The Diocesan Council of Catholic Nurses, a social and 
educational club organized a few months ago, at San Diego, 
Calif., is conducting a drive to increase membership. All 
Catholic registered nurses, and non-Catholic registered 
nurses who are graduates of Catholic hospitals, are eligible 
to membership. 
A Remodeling Program 
Sacred Heart Hospital, Eau Claire, Wis., is planning a 
program of improvements, which will include the modernizing 
and remodeling of the south wing on the second and third 
floors of the institution. 
A Graduates’ Reunion 
On October 9, a reunion and banquet for graduates of 
St. Joseph’s Hospital, Providence, R. I., was held in the 
auditorium of the nurses’ home. Many graduates, engaged in 
nursing outside of the state, returned for the reunion, but 
among those who were absent was Sister Germaine, of the 
class of 1929, who is now a missionary among the lepers of 
the Fiji Islands, and Miss Florence Campbell, of the class 
of 1932, who has entered the novitiate of the Third Order 
of St. Francis at Allegany, N. Y. The occasion marked the 
30th anniversary of the alumnae association of the hospital. 
Annual Canning Week 
During the annual Canning Week, September 24-30, the 
Catholic schools of Cincinnati, Ohio, served as collection 
centers for donations to St. Mary Hospital. Donations of 
canned goods, merchandise, and cash were accepted for the 
purpose of furthering the work of the institution, in render- 
ing service to the sick poor. 
(Concluded on Page 22A) 
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Saftiflask SOLUTIONS 





Preparation of sterility testing media fresh daily 


Lack of standardized methods of 
sterilization and standard tests for sterility of 
material for parenteral injection is brought out 
in the September 1, 1934, issue of The Journal 
of the American Medical Association. It is fur- 
ther shown that occasional lots of such prepar- 
ations have been found to contain viable path- 
ogenic organisms. 


At present there are no regulations controlling 


... the only solutions 
for mass intravenous 
therapy produced ina 
Government Licensed 


Laboratory 


the manufacture, sterilization and sterility- 
testing of products other than biologicals, on 
which exacting regulations are enforced. 

At the Cutter Laboratory, however, meticulous 
attention to every detail in production and to 
delicate testing, is routine procedure on every 
preparation, whether required by the govern- 
mentor not. Years of governmental supervision, 


plus the memory of tragic errors which have 





caused the immediate collapse of more than 
one so-called laboratory, have produced a spirit 
of ultra-conservatism in old-established biologi- 
cal laboratories. 

Saftiflask Solutions cost no more than similar 
ready-to-use preparations, and less when all 
costs are weighed, than solutions prepared in 
the hospital. Get in touch with the exclusive 
Saftiflask Distributor in your territory for fur- 


ther details and quantity prices. 





Intravenous 
injection 
in rabbits 


Testing in Smith tubes against the possibil- 
ity of aerobic or anaerobic contamination 


Fe CUTTER 2-200 


Established 1897 BERKELEY, CALIFORNIA 
or 176 West Adams Street, Chicago 


Branch Offices and Depot Stocks 
Los Angeles Seattle Denver Ft. Worth San Antonio El Paso New Orleans Regina Calgary 









EXCLUSIVE DISTRIBUTORS WITH COMPLETE STOCKS 

Surgical Selling Company, Atlanta, Ga. 

Powers and Anderson, Richmond, Va. 

Fewers and Anderson, Norfolk, Va. 

Jones Apothecary, Louisville, Ky. 

Surgeons and Physicians Supply Co., Boston, 
Mass. 


Physicians and Hospitals Supply Company, Minneapolis, Minn. 


Burrows Company, Chicago 

Burrows Company, Cleveland, Ohio 
Donley-Stah! Co., Lincoln, Nebraska 
Hospital Import Company, Newark, N. J. 
Hospital Import Corporation, New York 











22A 





Surgical Piesiiliness 


S is assured with 


SOAP AND DISPENSERS 


More than any other hazard, the surgeon 
dreads— infection. 

When SEPTISOL equipment is used, 
nothing touches the surgeon’s hands ex- 
cept the right amount of SEPTISOL. And 
that amount can be predetermined by an 
easy adjustment of the dispenser. Nothing 
to handle—no soap bars—no trays—no 
controls. 

SEPTISOL is a specially prepared sur- 
geon’s soap — in syrup form. Made of 
purest olive, cochin cocoanut oil and 
other fine soap oils, it leaves the hands 
soft and pliable—as well as surgically 
clean. 





Three convenient models; wall type — single and 
double portable. Beautifully chromium finished. 
Complete information on request. 
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VESTAL CHEMICAL LABORATORIES 
ST. LOUIS, U. S. A. 
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(Concluded from Page 20A) 
Nurses’ Unit Visits Patients 

The Hospital Visitation Committee of the Cleveland 
Chapter of the National Catholic Federation of Nurses 
visited 15,322 patients in 720 visits during the past year. 
The Unit also distributed 13,047 pieces of Catholic literature, 
including Catholic magazines and newspapers, and made 
arrangements for 340 patients to receive the Sacraments. 
The group also distributed rosaries, badges, prayer books, etc. 

Hospital Celebrates Anniversary 

St. Mary’s Hospital, Galesburg, Ill., on August 13, 
celebrated the 25th anniversary of the institution. A solemn 
high Mass was celebrated at Corpus Christi Church, and 
open house was held throughout the day. 

The hospital was founded in 1909, when two Sisters of 
the Third Order of St. Francis came to Galesburg, at the 
invitation of Rev. Father Costa, O.C. The institution was 
started in a remodeled residence, with a capacity of 28 beds. 
It is now considered one of the best-equipped institutions in 
the state, having three’ modern operating rooms, two major 
and one minor, two delivery rooms, a fully equipped X-ray 
and laboratory department, and a capacity of 120 beds. 

Annual Graduation 

On September 4, at St. Mary’s Hospital School of Nursing, 
Green Bay, Wis., His Excellency, Most Rev. Paul P. Rhode, 
presented the diplomas to the 1934 graduates. Dr. H. Hen- 
drickson, president of the medical board of the hospital, 
delivered the introductory address. The address to the 
graduates was made by Rev. F. X. J. Exler, O. Praem., Ph.D. 
A musical program was followed by a reception. 

Dietitians Appointed 

Marymount College, Salina, Kans., announces appointments 
as dietitians among the following graduates of the class of 
1933: Miss Mary G. White and Sister Margaret, St. 
Anthony’s Hospital, Oklahoma City, Okla.; Miss Anna Mae 
Livingston, Mercy Hospital, Urbana, Ill.; Miss Margaret 
Welsh, St. Anthony’s Hospital, Amarillo, Tex. 

A large number of students have registered for the Sep- 
tember course in dietetics at the college. 

Dentist Expresses Gratitude 

As an expression of gratitude to Sister M. Emmanuel, 
superintendent of Mercy Hospital, Muskegon, Mich., Melvin 
E. Page, doctor of dental surgery at Muskegon, has expressed 
his appreciation for the co-operation extended to him by the 
hospital in his research work in calcium and phosphorous 
metabolism for the control and prevention of dental path- 
ology. As a test of the principles learned in this work, an 
effort is being made to have every member of the incominz 
class of nurses complete her course of training without 
having had a single tooth cavity. 

New Equipment 

St. Ann’s Hospital, Chicago, IIl., is installing in its X-ray 
department a shockproof deep-therapy unit, carrying a 
voltage of 200,000 and milliamperes numbering 25. The new 
apparatus will be used in the treatment of cancer patients. 

Because of the recent increase in the number of patients 
being sent to St. Ann’s, it has been necessary to add a new 
doctors’ electrical register containing spaces for 40 names, to 
the old one, making a total of 120 names. 

Citizens’ Appeals Fail 

Notwithstanding a number of appeals by the medical staff 
of the hospital and citizens of the community, Sister M. 
Alphonsus, superior and surgical nurse at St. John’s Hospital, 
has been transferred to Mercy Hospital, Denver, Colo. Sister 
Alphonsus had been at St. John’s Hospital for 32 years. 
Sister Mary Aloysius, superintendent of Mercy Academy, 
Marshall, Mo., who entered the Order of the Sisters of 
Mercy with Sister Alphonsus, will succeed her as superior 
at St. John’s. 
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What was the Appearance 
before Treatment?” 


Thus may be the question of an interested student or 
colleague. It may be addressed to a witness by an an- 
tagonistic attorney. In any instance the photograph gives 
a clear, complete reply. Where words alone can not de- 
scribe a condition satisfactorily . . .. when time has 
dimmed the memory of details, photographs provide ex- 
act, readily understandable information. 


Conference, instruction, publication, legal action, all 
demand specific information—facts which only photo- 


graphs can give. Hospitals seeking most efficient methods 
should illustrate their case histories with photographs. 


Such procedure is not expensive and does not require 
a specially trained photographer. The Eastman Clinical 
Camera Outfit provides complete equipment to make 
good photographs. It also enlarges, makes lantern slides, 
copies radiographs. The entire operation of this efficient, 
economical equipment is a simple routine which can be 
easily executed by an assistant or nurse. 








EASTMAN KODAK COMPANY, Medical Division, 


. 347 State Street, Rochester, N. Y. 
CODE Gentlemen: Please send me complete information about the Eastman Clinical Camera Outfit. 
Mail the coupon at the right for com- Name________--------------------------------- Institution. .__.. , ins 
plete information about the Eastman 
Clinical Camera Outfit. No. & St akvcnaasnine City & State 
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A Positive Cure 
for an Old Disorder 


The experimental stage is definitely past in curing 
nursing staffs of negligence in outdoor appear- 
ance. This old “disorder” is being successfully 
remedied with neat, sturdy, prestige-building — 


STANDARD -IZED 


CAPES 


EXTRA VALUE AT LOWEST COST 
is assured by the exclusive Standard-ized 
tailoring method. 100% all wool fabrics, 
tailored to individual measure in all color 
combinations and lengths. 





) 





Standard-ized Cape sent to your hospital on approval 


Write for 


STANDARD APPAREL CO. 


Manufacturers of Nurses’ Outer Apparel Exclusively 


5604 Cedar Avenue Cleveland, Ohio 


New Catalog 

















A Golden Jubilee Celebration 

On September 11, Sister M. Lawrence, of the Sisters of 
Charity of St. Augustine, observed the 50th anniversary of 
her entrance into the order. A reception was held in Sister 
Lawrence’s honor at St. Thomas Hospital, Akron, Ohio, 
where she has been superintendent for the past six years. 

Death of Clinic Head 

Dr. Hanford H. Milbee, president of the Marshfield Clinic 
and chief of the staff at St. Joseph’s Hospital, Marshfield, 
Wis., died recently at the hospital. Dr. Milbee had been a 
practicing physician in Marshfield for the past 33 years, and 
was well known as a specialist of internal medicine. 





THE LATE DR. H. H. MILBEE 


Dr. Milbee, who was a native of Canada, received his early 
education at Barrie, Ont., Canada, where he was born. He 
received his medical training at the University of Toronto, 
from which he was graduated in 1896. He began his medical 
practice at Hudson, Wis., and moved to Marshfield a few 
years later. He was one of the founders of the Marshfield 
Clinic in 1916, and, from its beginning, served as vice- 
president. He succeeded to the presidency of the institution 
upon the death of Dr. K. W. Doege in 1932. At this time, 
he was also chosen chief of the staff of St. Joseph’s Hospital. 
Dr. Milbee was a member of the national and local medical 
societies, and the Congress of Internal Medicine. 

Hospital’s First Superior Dead 

Sister M. Cecelia Lawless, first superior of Providence 
Hospital, Kansas City, Kans., died recently at the hospital. 
She had been a member of the Sisters of Charity of Leaven- 
worth for 54 years. Sister Cecelia, who received her early 
education at Kansas City, was superior of Providence 
Hospital from 1919 to 1925. Following this period, she was 
superior of St. Francis Hospital, Topeka, Kans., until 1913, 
returning to Providence three years ago. 

Jubilee of Three Sisters 

In observance of her 25th anniversary as a member of the 
Sisters of the Sorrowful Mother, Sister M. Epiphania, 
superior of St. Mary’s Hospital, Rhinelander, Wis., celebrated 
her silver jubilee on August 19. A solemn high Mass was 


celebrated in the hospital chapel, and in the afternoon 
(Continued on Page 26A) 
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WE'D LIKE YOU 
TO SERVE ON 
THE COMMITTEE, 





MRS. DOANE, TO 
RAISE FUNDS 


ve may not look torward to 
money-raising drives — but 
when funds are needed, you know 
how helpful former patients can be 
...if the care you gave them has made 
a lastingly favorable impression. 


Few patients can judge hospital 
service by standards of technical 
efficiency. That’s why little things 
...the details that affect patient 
comfort . . . are so important. 

One such detail is the soap you 
provide for patient’s use ... or for 
use by your nurses in giving the 
daily bath. Of course, we realize 
no one soap is preferred by ail 
patients, but tests have proved that 
most patients favor PALMOLIVE. 


An important advantage 


You, of course, know another rea- 
son for using Palmolive. For you 
know an olive oil soap is especially 


THE MANY LITTLE THINGS } 
YOUR STAFF DID TO MAKE 


ME COMFORTABLE 
LAST SPRING 


soothing to sensitive or fever-dried 
skins. And a lot of olive oil goes 
into the making of every cake of 
Palmolive — scientifically blended 
with palm oil. 

This mild, pure soap... that 
cleanses so gently, yet thoroughly 
... isa “little luxury” your patients 
will appreciate. And it’s one you 
can afford for Palmolive costs no 
more than many less popular brands! 

Find out how little it costs to give 
your patients Palmolive . . . one of 
the important details of comfort 
that help make patients willing 
and eager to support your hospital. 
Write today for prices. 








“Ithelps me save 
money in buying 
all my soaps!” 


That’s what a hospital superin- 
tendent recently said about our 
C.P.P. Maintenance Service. This 
group of soap experts will gladly 
cooperate toward lowering your 
soap Costs, too. 

Write for the helpful free book- 
let, “If it's Soap You Need, We 
Have It.” Tell us your cleaning 
requirements ... types of work 
and floor surfaces ... and we'll 
recommend the safest, most eco- 
nomical soaps for all your clean- 
ing needs. 

There is, of course, no charge 
for this money-saving service. 
Using it puts you under no 
obligation whatsoever. Why not 
take advantage of it? Write today! 








PALMOLIVE SOAP 


A PRODUCT OF COLGATE-PALMOLIVE-PEET COMPANY 
105 Hudson Street, Jersey City, N. J. 


CHICAGO KANSAS CITY 


SAN FRANCISCO 





JEFFERSONVILLE, IND. 
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HERES ONE ECONOMY 
THAT SUITS ME FINE 





Towels in the hospital. And it’s one economy that 
will meet wholehearted approval from both staff and 
patients. These Onliwon Towels are large, double-folded 
to insure thorough drying, and actually pleasant to use. 
Because they’re made for a specific purpose one will 
usually do the work of several ordinary towels. And 


=, Sette real economy in using A.P.W. Onliwon 


there’s a big advantage that everyone recognizes in 
being the first and only person to use a given towel. 
Onliwon Towels are pure and clean when they leave the 
mill. They are kept that way by their efficient cabinets. 
There’s always one towel ready for instant use, while 
the remainder are kept safe from dust and dirt and 
protected against waste. A.P.W. Onliwon Tissue is a 
companion service that, like Onliwon Towels, is used 
in more hospitals, schools and other institutions than 
any other washroom service in America. Make the 
use of this complete, safe washroom service a part 
of your plans for the coming year. It will pay. 








“Bas — 


A.P.W. PAPER COMPANY, ALBANY. N.Y. 


There‘s a representative as near as 
your phone. 
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(Continued from Page 24A) 
Benediction took place, with Rt. Rev. Msgr. John Heiring, 
chaplain of the hospital, in charge. 

Sisters M. Zita and M. Theobalda, of St. Michael’s 
Hospital, Stevens Point, Wis., also celebrated the 25th 
anniversary of their entrance into the Order of the Sisters of 
the Sorrowful Mother on August 19. Sister Theobalda has 
been stationed at the institution for 20 years. For 19 years 
she took care of the chapel, until a year ago when she became 
ill. Since then, she has been supervising the sewing depart- 
ment. Sister Zita, who has been at the hospital for five years, 
is supervising nurse on the first floor. At 6 a.m., a solemn 
high Mass was celebrated in their honor by Rev. Conrad 
Luidewig, of Sparta, who is acting chaplain in the absence 
of Rev. Joseph Hemmer. Later in the day, the jubilarians 
were entertained at a dinner. 

Transfer of Sisters 

Sister M. Bede, who, for the past 20 years, has been 
connected with St. Francis Hospital, Freeport, Ill., has been 
appointed superior of St. Joseph’s Hospital, San Francisco, 
Calif. Sister Bede had been directress of nurses at the 
Freeport hospital for the past ten years. She will be succeeded 
by Sister M. Agnes, who has been in charge of the school of 
nursing at the San Francisco hospital. 

Sister M. Vincentiana, who, for the past six years, has 
been superintendent of St. Margaret Hospital, Hammond, 
Ind., was recently transferred to St. Francis Hospital, 
Indianapolis, Ind. She succeeds Sister M. Generose, who has 
been superintendent of the Indianapolis hospital for the past 
six years, but who has been recently assigned to St. Anthony’s 


| Orphanage, Albuquerque, N. Mex. 


Three Sisters of St. Francis at St. Joseph’s Hospital, 
Providence, R. I., were recently transferred to new posts. 
Sister M. Evrard, R.N., superintendent of the school of 
nursing, has been appointed superintendent of nurses at St. 
Joseph’s Hospital, Lancaster, Pa. Sister M. Benita, who has 
been at the Providence hospital for five years, will be in 
charge of the students’ infirmary at St. Mary’s College, 
Emmitsburg, Md., and Sister M. Madonna, who came to 
Providence a year ago, is now stationed at St. Francis Hos- 
pital, Wilmiagton, Del. 

Sister M. Joanilla, R.N., B.S., has been sent from the 
Lancaster hospital to succeed Sister Evrard. Sister M. Justi- 
ana, who has been at St. Agnes Hospital, Philadelphia, Pa., 
for six years, and Sister M. Leonilla, of Tacoma, Wash., 
who has been engaged in nursing on the western coast for 
27 years, succeeds the other two Sisters. 


Death of Alexian Brother 
Brother Domatian Hogan, a member of the Alexian 
Brothers’ Hospital at Elizabeth. N. J., died recently at the 
hospital. Brother Domatian, who was a native of Ireland, 
had been a member of the Congregation of Alexian Brothers 
for 32 years. 
Death of Superior 
Sister M. Joseph, of St. Vincent’s Hospital, Indianapolis, 
Ind., died recently at the institution. Sister Joseph, a former 
superior of St. Vincent’s, had been engaged in charity work 
for more than 50 years. 
Chaplain Retires 
Rev. E. Senese, chaplain of St. Joseph’s Hospital, 
Milwaukee, Wis., has been obliged to resign his office, due 
to illness. Father Senese came to the hospital a year and a 
half ago. He will be succeeded by a Camillian Father. 


Daughter of Foundress Dead 
Sister M. Alacoque of the Sacred Heart of Jesus, a member 
of the Sisters of St. Francis at Tiffin, Ohio, for more than 65 
years, died recently at the age of 83 years. Sister Alacoque 
was the daughter of the foundress of the Order in Tiffin. Her 
mother, Mrs. Elizabeth Schaefer, following the death of her 
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husband, founded the convent of the Third Order of St. 
Francis, together with Rev. L. Bihn. Mrs. Schaefer, known 
in religious life as Mother Mary Francis, became the first 
superior of the Community. Her death occurred in 1893. 

Sister Alacoque received the habit of the Order on June 1, 
1869, and made her first profession June 29, 1870. She was 
one of the first Sisters of the Order to take up the teaching 
profession and spent several years in various schools of Ohio. 
In 1892, she went to Lorain, Ohio, when St. Joseph’s Hos- 
pital was opened by the Sisters of St. Francis. Here she 
remained for more than 30 years. In 1927, she went to 
Pilgrim ‘House in Carey, Ohio, returning to the convent at 
Tiffin, in 1932. 

Death of Chaplain 

Rev. John D. Kalaher, chaplain at SS. Mary and Elizabeth 
Hospital, Louisville, Ky., since 1924, died recently at Kneipp 
Sanatorium, Rome City, Ind. Father Kalaher, in 1906, 
founded St. Columba Church and parish at Louisville, 
where he remained for ten years. Some years ago he suffered 
a stroke of paralysis, from which he never fully recovered. 


Risks Life for Science 

Dr. Charles H. Archibald, X-ray specialist of Los Angeles, 
Calif., recently underwent his sixth operation, when his left 
arm was amputated. Constant exposure through experiments 
and the study of X-ray compelled the pioneer physician to 
undergo operations that began with the amputation of a 
finger and was climaxed last month by the amputation of 
his arm. 

Dr. Archibald, in explaining the cause of the malady, said: 
“When the ray was first discovered, we took great delight in 
showing its wonders to our patients, little knowing the terrible 
devitalizing powers they have. I frequently used to hold my 
hand beneath a fluoroscope to show the bones to visitors. 
Now, of course, we know that X-rays, like radium emana- 
tions, have devitalizing powers and are extremely dangerous 
unless carefully used.” 

Death of Veteran Sister 

Sister M. Joseph, a member of the Daughters of Charity 
of St. Vincent de Paul for more than 50 years and retired 
superior of St. Vincent’s Hospital, Indianapolis, Ind., died 
September 19. She was 77 years old. 

The golden jubilee of Sister Joseph was celebrated October 
3, 1933, at the hospital, where she had spent many years 
of service since 1883. In 1905 she went to Evansville, where 
she was stationed for a few years. Until her retirement in 
1927, Sister Joseph had been a member of the surgical staff 
of St. Vincent’s for 18 years. After her retirement, she spent 
much of her time in visiting patients, a practice which she 
had started when she was superior. At one time, the late 
President Theodore Roosevelt, who happened to be a one- 
day patient of Sister Joseph’s in the old hospital building, 
sent her an autographed photograph of himself, in apprecia- 
tion of the work of the staff. 


Superior Observes Jubilee 


Mother M. Valencia, superior of St. Francis Hospital, 


Hartford, Conn., celebrated the 60th anniversary of her 
profession in the Order of the Sisters of St. Joseph, on 
September 20. Out of respect to the jubilarian’s wishes, the 
occasion was quietly observed. A Mass of thanksgiving was 
celebrated in the hospital chapel by His Excellency, Most 
Rev. Maurice F. McAuliffe, bishop of the diocese, assisted 
by Rev. Joseph Cunningham, chaplain of the hospital, and 
attended by the hospital staff and 30 visiting Sisters. Rev. 
Mother Josephine, of the Convent of Mary Immaculate, 
Parkville, was present for the celebration. 

Mother Valencia came to Hartford in 1897, when St. 
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STRONG CLAIM! There can be only one 
“best”. But the claim is not ours. It is 

the statement of hospital superintendents who 
have used many kinds of bedside lamps and 
have had an opportunity to make comparisons. 


It is a “good” lamp. That we know. It was 
designed especially to serve as a bedside lamp, 
designed with a practical knowledge of hospi- 
tal needs and requirements. And so it serves 
as a reading lamp, a night light, a light for 
examinations or applying dressings. It is color 
corrected. It is portable, light in weight, easy 
to adjust, yet amply strong to stand hard use. 
It -is handsome in line, beautifully finished. 
And so well engineered that it can be manu- 
factured and sold at a very moderate price. 
We want you to order one of these fine lamps, 
because we are sure that if you will try just 
one the Will Ross Bedside Lamp will soon be 
standard equipment in your hospital. 


LT-600-B—Bronze Finished $9.00 each. 
LT-600-I — Ivory Finished $9.00 each. 
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“The best bedside Lamp 
on the market” 





WILL ROSS, Inc., Wholesale Hospital Supplies 
779-783 N. Water Street Milwaukee, Wisconsin 


Francis Hospital was a small institution of 32 beds. During 
the 37 years she has been at the institution, she has seen it 
grow into a modern, 500-bed hospital. 
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MISFITTED OR POORLY MADE SHOES 
The Cause of Most Foot Trouble 

Misfitted or poorly made shoes can do as much to upset 
the nerves and destroy efficiency as almost any other one 
thing. Realizing this, a prominent St. Louis layman, Mr. J. J. 
Griffin, has contributed a great deal of his time to working 
out a way in which Sisters may be assured of proper shoes 
at reasonable prices. 

Mr. Griffin finally succeeded in arousing the interest cf 
one of the world’s largest shoe manufacturers. This manu- 
facturer organized a branch known as Professional Shoe 
Service and started an investigation to find out how the 
Sisters had been fitted in the past and how best to serve 
them in the future. A letter written by an official of this 
company after their survey shows a deplorable condition. 
An extract of this letter is quoted below: 





A PAIR OF PERFECT FEET 
PROPERLY FITTED 


During the past few weeks we have examined the feet of a 
great many Sisters and find that by far the majority are mis- 
fitted. It seems that most of the Sisters feel that in order to get 
a comfortable shoe they must purchase one that is E or EE wide; 
when what they should do is tovhave their feet properly fitted 
regardless of the size or width. Another reason for their being 
misfitted is that in the past so many of them have made their 
selection from a very limited stock and have been fitted with 
what the merchant had, rather than the shoe best fitted to their 
needs. 

Just a day or two ago one of the Mothers told us of the dif- 
ficulty one of the Sisters had with her feet. We suggested that 
she bring her in and let us see if we could be of any assistance. 
When she arrived we found that she was wearing a 5 E shoe. We 
measured her foot and then fitted her correctly with a 6% AA! 
She said it was the first time in years that she had a shoe that 
felt comfortable or fitted her correctly about the ankle. 





AN EXTREME CASE OF DISTORTION 
FROM WEARING SHORT SHOES 


Such a great need for correctly fitted shoes was shown by 
this survey that Professional Shoe Service immediately 
placed a large floor stock of correctly designed solid-leather 
shoes at the disposal of the Sister organizations. 

In addition to this they devised a form to be used for 
measuring the foot, which assures a proper fit. It is a simple 
arrangement — one that may be accurately handled by one 
who has never before had experience in measuring feet. 
Undoubtedly if advantage is taken of this new service the 
general foot health of our Sisters which now ranks very low 
will be greatly improved. 

In bringing this service to your attention through the col- 
umns of this periodical, we are not violating our code of not 
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using these pages for advertising purposes, as this is not in 
any way a commercial enterprise, but on the contrary is 
undoubtedly a distinct service to our hospitals, organized in 
the interest of our hospitals and unselfishly carried on to 
their immeasurable aid and benefit, both financially and 
physically. 

Knowing the conditions surrounding the establishment of 
this service, and understanding the motives that prompted 
it and now carry it on, we, after an investigation upon our 
part, cannot but urge all of our members to take advantage 
of this service, as our recommendation in this instance is an 
enactment of our promises to promote your interests. 

Whether you take advantage of this new service or not, 
we urge you to be careful in the selection of your shoes and 
insist upon a correct fit. 

The pictures we have chosen to illustrate this article were 
supplied through the courtesy of X-Ray Shoe Fitter, Inc., of 
Milwaukee, Wis. 


New Lilly Research Laboratories Open 


Because of the great progress in various subdivisions of 
several branches of medical science, research has been a 
field of growing importance in the last quarter century. The 
scope of research has been particularly broad in the 
pharmaceutical and biological industry for the reason that 
it quite naturally divides into three avenues: pure research, 
production research, and clinical research. Pure research and 
production research may be said to differ only in their 
objectives. Pure research becomes a subject for production 
research as soon as there is a clinical objective. The objective 
attained, there arises a need for a clinical background. 

Among the leading manufacturers of therapeutic agents 
who have devoted much attention to research in various 
divisions of medical science, are Eli Lilly and Company, 
who, on October 11, formally opened their new Research 
Laboratories at Indianapolis. These new laboratories are said 
to represent three years of study and careful planning. Three 
stories and a basement provide space for the offices of the 
research group and for laboratories containing equipment of 
the latest design for research in the field of chemistry, 
physiology, pharmacology, and biology, related to medical 
science. A four-story-and-basement wing extending back of 
the main building is 84 feet long and 53 feet wide. This unit 
or wing is occupied by animal quarters which are supplied 
with fresh air, cooled and filtered. Temperature control for 
animals is recognized as essential to accuracy in physiological 
testing. 


STATEMENT OF THE OWNERSHIP, MANAGEMENT, CIRCU- 
LATION, ETC., REQUIRED BY THE ACT OF 
CONGRESS OF AUGUST 24, 1912 


OF HOSPITAL PROGRESS, published monthly at Milwaukee, Wisconsin, 

for October 1, 1934, State of Wisconsin, County of Milwaukee. 

Before me, a Notary Public in and for the state and county aforesaid, 
personally appeared Frank M. Bruce, who, having been duly sworn accord- 
ing to law, deposes and says that he is the publisher of HOSPITAL 
PROGRESS, and that the following is, to the best of his knowledge and 
belief, a true statement of the ownership, management, etc., of the aforesaid 
publication of the date shown in the above caption, required by the Act of 
August 24, 1912, embodied in section 443, Postal Laws and Regulations, 
printed on the reverse side of this form, to wit: 

1. That the names and addresses of the publisher, editor, and business 
manager are: 

Publisher—Frank M. Bruce, 407 East Michigan Street, Milwaukee, Wisconsin. 

Editors — Rev. Alphonse M. Schwitalla, St. Louis, Mo. (Chairman); Rev. 
Maurice F. Griffin, Cleveland, Ohio, (Associate Editor); Rev. William P. 
Whelan, Chicago, Ill., (Associate Editor); William C. Bruce, Milwaukee. 
Wis., (Associate Editor); Elmer W. Reading, Milwaukee, Wis., (Editorial 
Secretary). 

Managing Editor — None. 

Business Manager — J. J. Krill, 407 East Michigan Street, Milwaukee, Wis. 
2. That the owner is The Bruce Publishing Company as publishers for the 

Catholic Hospital Association of the United States and Canada. 

Stockholders — William Geo. Bruce, 407 East Miichigan St., Milwaukee, Wis.; 
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[Seal] Albert C. Janka, Notary Public, Milwaukee County, Wisconsin. 
My commission expires May 16, 1937. 
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i OF INTEREST 
TO BUYERS 







New Surgical Tubing 
Announcement is made by the Miller Rubber Company, 


Inc., Akron, Ohio, that it has developed a new surgical tube | 


stock, usable for catheter, rectal, colon, and stomach tubes. 
This new stock, the Miller announcement says, is not only 
comparable, but superior to the product formerly obtained 
only from the foreign markets. Finish on the new stock has 


a glasslike smoothness; it has passed the U. S. Government | 


specifications for rigidity and at the same time is soft enough 
to satisfy even the most exacting demands of specialized use. 





LAUNDERING ALL WOOL BLANKETS 
WHAT TO DO 


Use a slow speed washer. If the laundry wheel was designed for washing 
cottons and linens, reduce the speed by means of cone pulleys or gears. 


Always use cool or lukewarm water. 


Use any good neutral laundry soap, the so-called “cold water” soaps 
preferred. 


Use the maximum amount of water the machine will hold. 
Have the machine stationary while filling and draining. 
Use tain a heavy foam AT ALL TIMES. 


Run the machine to create a heavy foam before introducing the blankets. 


ici 





+ soap to 


Wash the minimum number of blankets at one time. 
Run for two minutes. 

Give two one-minute rinses. 

Centrifuge the blankets. 


Dry in moderately warm temperatures, on stretcher frames if available. 


WHAT NOT TO DO 
Do not run at high speeds. 
Do not use water over 100° F. at any time; 90° is ordinarily satisfactory. 
Do not use strong or alkaline soap. 
Do not run the machine AT ANY TIME without a heavy foam. 
Do not be sparing of water. 
Do not crowd the blankets in washer. 
Do not run long in soap or in rinse. 
Do not run the machine while filling or draining. 
Do not use temperatures above 150° F. for drying. 
If in doubt at any time, write to the Technical Division of the Kenwood 
Research Laboratories for further information. 


F. C. Huyck & Sons 
Kenwood Mills 
Albany, N. Y. 














You can obtain a copy of the above rules from Kenwood 
Mills. They are printed on a card 8'%x11 with eyelet for 
hanging in the laundry. 

Rust-Resisting Iron 

Thumbs Down on Rust is the significant title of Bulletin 
No. Adv. 132 issued by the Republic Steel Corporation, 
Massillon, Ohio. This interesting illustrated bulletin explains 
why Toncan Iron, a scientifically alloyed product, gives years 
of service under the most exposed conditions. The bulletin 
pictures Toncan Iron in use as roofing, piping, laundry tubs, 
tanks, heating conduits, etc. 


Hospital Festival 
On the evening of September 13, a “Fall Festival” was 
held on the lawns of St. Francis Hospital, Freeport, Ill. This 
is an annual event, sponsored by the patronesses of the 
hospital. Games were played throughout the evening, followed 
by the serving of refreshments. 
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FOR SERVING SOUPS, 
FRUIT COCKTAIL 
ORANGE JUICE, HALF 


GRAPE FRUIT, ETC. 
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THE GORHAM COMPANY 


HOSPITAL DIVISION 
| 


New York Chicago San Francisco 
6 West 48th St. 10 S. Wabash Ave. 972 Mission St. 


NN-WAR 
SYSTEMS 
HOSPITAL ACCOUNTING 


Simple . . . Flexible . . . Low Priced! 


ERE, at last, is a system that combines the best 
accounting practice of today in an easily workable, 
simple method—so elastic that it can be adapted to the 
requirements of the small as well as the large hospital. 
The Penn-Ward System is the culmination of years of 
actual auditing and research on the part of the authors. 


| 


«K« 


An Instruction Manual gives brief directions that are 
definite, simple and easy to follow. 

The cost of the Penn-Ward System is far lower than 
other specially printed accounting forms, and there is 
no installation cost. 


May we send you the details? 


| | PHYSICIANS’ RECORD CO., DEPT. C-10 
161 W. Harrison St., Chicago, Ill. 


] Please send full details regarding the Penn-Ward System for 


! 
Hospital Accounting. | 
Cj] Send me catalog of your standardized hospital forms. | 
Hospital | 


Requested by 
Title 
Address 
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A PERFECT FIT, always.. with | 


LEITER | 


SPECIAL 
COLLES 
SPLINT 










Transparent 
to X-Ray 


Notice the graceful lines which make a 
perfect fit on the forearm. A typical 
colles splint for physicians who reduce 
their own fractures. Special Cash Price 
on a set of 6, 3 rights and 3 lefts, $10.00. 


De PUY MFG. CO. Warsaw, Ind. 














| Use SIGHT SAVING SHADES 


in your hospital 


ON’T be satisfied with any kind of light that 

happens to come in the window. Much of 
it only causes glare, which results in eyestrain 
for the patient and creates a nervous, tired 
condition that is not at all conducive to speedy 
recovery. Draper Adjustable Window Shades 
eliminate all this. With them all glare can be 
done away with. Only the necessary and restful 
top light is utilized. May we discuss this feature 
with you further? No obligation. 


For complete information, write 


Luther O. Draper Shade Co. 


Spiceland Indiana 





| (Patented) 




















A water softener is almost 
indispensable in the hospi- 
tal. Soft water is needed in 
the operating room, in the laundry, and for 
washing dishes. Also to keep the boilers and 
hot water pipes free from scale. It will pay for 
itself in from eighteen to twenty-four months’ 
time. Our fifteen years experience is at your 
service. Send for information and references of 
other hospitals using Refinite Softeners. We 
have a special plan. 


The Refinite Company 


REFINITE BUILDING OMAHA, NEBR. 


EFINITE 


RIVAL OF THE CLOU 















The Medical Bureau is organized to assist physicians, dentists, gradu- 
ate nurses, hospital executives, laboratory technicians and dietitians in 
securing positions; application on request. The Medical Bureau (M. 
Burneice Larson, Director), 3800 Pittsfield Building, Chicago. 











POSITIONS OPEN 








Zinser Personnel Service invites you to avail yourself of this service -- 


exceptional candidates from every branch of hospital service now 
seeking appointments, Write for complete credentials of available 
eandidates with ycur next vacancy. Zinser Personnel Service, 1549 


Marquette Bldg., Chicago, Illinois. 
NURSE PLACEMENT SERVICE 
MIDWEST STATES 
1520 Willoughby Tower Bldg., 8 S. Michigan Ave., Chicago, III. 





We are in a position to supply Hospitals and Schools of Nursing with 
qualified Executives, Instructors, Supervisors, Anaesthetists, and Gen- 
eral Staff Nurses. 


This service is maintained by the State Nurses’ Association of Illinois, 
Indiana, Iowa, Michigan, and Wisconsin. 





POSITIONS WANTED 





The Medical Bureau has available for appointments a great group of 
physicians, dentists, hospital executives, graduate nurses, laboratory 
technicians and dietitians. All credentials have been painstakingly 
investigated. If you have vacancies on your medical or nursing staffs, 
write for biographies of qualified applicants. The Medical Bureau 
(M. Burneice Larson, Director), 3800 Pittsfield Building, Chicago. 





MARKING INK 





Payson’s Indelible Ink applied with common pen or Payson’s Rubber 
Stamp Outfit makes impressions which outlast the goods. Sold direct 
to hospitals by the manufacturer. Payson’s Indelible Ink Co., North- 
ampton, Mass. 





HOSPITAL AND CLASS PINS 





Pins and rings specially for you, direct from our factory. Low whole- 
sale prices. Special designs and catalog on request. We have been 
manufacturing “Jewelry of the Better Sort” for thirty-seven years. 
J. F. Apple Co., Inc., Lancaster, Pa., Dept. H. 





DIPLOMAS 


Diplomas--For nurses or internes—one or a thousand. Also small size 
in leather wallet. Ames & Rollinson, 206 Broadway, New York City. 























WOOD CONVERSION COMPANY 


Room 130, First National Bank Building 
St. Paul, Minnesota 


Manufacturers of 


Nu-Wooo 








A religion text for Nurses... . 


HIGHWAY TO GOD 


Prepared in the Catechetical Institute 
of Marquette University. 


Includes all the fundamental doctrines of the Church, 
presented in narrative form and on a vocabulary level 
which is within the nurse’s intellectual capacity. Em- 
phasizes the application of knowledge gained to daily 
life habits. Contains all the questions and answers of 
the Baltimore Catechism. Price $1.75 


The Bruce Publishing Co.—Milwaukee 

















